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Abstract 
Introduction. The literature shows that nurses have an important role to play in sleep 
promotion. There is a lack of literature which has set out to investigate what nurses 
know or feel about sleep promotion or how they are prepared for this role. 
Aims. This study explored the educational experiences, knowledge and attitudes of 
student and registered nurses regarding sleep promotion. 
Design. A mixed method approach which was partly informed by the principles of 
ethnography was used. It was carried out over time in 4 phases. 
Methods. 1. Quantitative descriptive data on sleep input in pre-registration nursing 
Higher Education Institutions (HEIs) (n=27) collected by postal survey. 
2. Questionnaires completed by student volunteers from 4 HEIs (n= 120) in the last 6 
months of their nursing programme and by registered nurse volunteers from critical 
care and care of the elderly backgrounds studying at 4 HEIs (n=98). 3. Interviews 
carried out with a sample of the students (n=26) and the registered nurses (n=15). 4. 
Further interviews with 16 of the original students, 6 -12 months post-qualification. 
Results. The findings showed that there was no standardisation of educational input 
in the HEIs. The participants felt they had learned most about sleep promotion 
through clinical experience, from staff, patients and their own life experiences rather 
than their educational programmes. Their learning was unstructured, learning by 
being in practice as opposed to reflecting on practice and they lacked declarative 
knowledge about sleep and its promotion. The participants held generally positive 
attitudes to sleep but for some there were clear blocks to their practice, including the 
attitudes of others, ward culture and routine orientation of care, resulting in sleep 
promotion having a low priority. A model of sleep promotion practice and a 
characterisation of sleep promoting behaviour were developed from the participants' 
descriptions and experiences. 
Conclusions. These findings highlighted the need to address the acquisition of 
knowledge and skills on sleep and its promotion. A new framework is proposed for 
this purpose. The clinical implications include the need to increase awareness of all 
staff, particularly through managers who have responsibility for encouraging positive 
attitudes towards sleep promotion. 
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CHAPTER 1 INTRODUCTION 
The author first became interested in exploring aspects of sleep promotion in the 
early eighties while undertaking a diploma course in clinical nurse education. Prior 
experience in critical care nursing had highlighted the incidence of sleep deprivation 
in patients and the challenges of promoting sleep in a hospital environment. The 
author chose this topic for a course project, reviewing the literature on sleep 
deprivation in critically ill patients and formulating a clinical teaching plan for post-
registered nurses. The project was underpinned by the notion that sleep is essential 
for physical and mental health and that nurses have an important role to play in the 
promotion of sleep. 
Interest in the subject was maintained throughout subsequent years and it was 
evident that nurse researchers and writers were continuing to address various aspects 
of sleep and its promotion. Researchers showed that noise was a major factor in 
disrupting patients' sleep (e.g. Bentley et al1977, Crniel et al2004, Russell 1999, 
Southwell and Wistow 1995a, Topf and Davis 1993, Topf et al1996). Other factors 
such as pain and anxiety had been studied and shown to be detrimental to sleep in 
hospital (Closs 1990 and 1992, Edell- Gustafsson 2002, Johns et al1971), as had 
nursing routine (Dlin 1971, Fontaine 1989, Richards and Baimsfather 1988, 
Southwell and Wistow 1995a). The literature acknowledged that nurses have a very 
positive role to play in sleep promotion, but it was generally considered that there 
needed to be a more proactive stance taken with regard to this aspect of care (Childs-
Clarke 1990, Closs 1992, Southwell and Wistow 1995b, Topf et al1996). However, 
it appeared that there were gaps in the knowledge and theory being generated, as 
evidenced in the literature. In particular, it seemed that little attention had been paid 
to the knowledge, attitudes and educational experiences of nurses with regard to 
sleep and its promotion. Many authors highlighted the need for nursing practice to be 
based on a knowledge of sleep and for nurse education to address sleep promotion 
within pre- and post-registration programmes (Haesler 2004, Kryger 2004, Morgan 
and Closs 1999, Oleni et al2004, Southwell and Wistow 1995b, Webster and 
Thompson 1986). Southwell and Wistow (l995b) considered that nurse education 
was still failing to highlight the importance of sleep and its promotion, with Lee et al 
(2004) reporting that there was no established curriculum for sleep promotion in 
American nurse education programmes. Only two studies on nursing attitudes to 
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sleep were uncovered, both in relation to sleep medication (Duxbury 1994b, Halfens 
et aI1991). Halfens et al (1991) considered that more attention should be paid to 
sleep promotion practice in nurse education, with Duxbury (1994b) recommending a 
greater exploration of nursing attitudes to sleep and its promotion. It seemed clear 
from the literature that nurse education and patient care could benefit from a research 
study into these aspects of sleep promotion. The author was therefore interested in 
researching the knowledge, attitudes and educational experiences of nurses with 
regard to sleep and its promotion within the context of pre- and post-registration 
education and health care within the United Kingdom (UK). 
The educational preparation of nurses has undergone several changes since the 
1970s, in tandem with the growth of nursing as a profession and developments in the 
National Health Service (NHS). Radical changes to pre-registration nurse education 
were gradually implemented on the basis of the Briggs Report, commissioned by the 
Department of Health and Social Security (DHSS 1972). The recommendations from 
the report included a modular framework and a common initial eighteen-month 
programme of preparation for all entrants, followed by branch related programmes of 
the same duration for adult, child health, learning disability and mental health 
nursing. The recommendations also considered that a defined amount of night duty 
should be part of the student experience, although highlighted the fact that this 
should be for educational value only and supported by teaching and senior clinical 
staff. The report proposed that basic nursing could only be learnt thoroughly in 
clinical settings and that theory should be related incrementally with this. Further 
DHSS commissioned research (Anderson 1973) led to recommendations for a move 
from task orientated care to a system of patient assignment and for more formal 
teaching for students within the clinical environment, especially with regard to 
psychological aspects of care. Later research undertaken by the Royal College of 
Nursing (RCN) highlighted concerns with regard to nurse education, including the 
integration of theory and practice and the ongoing dependence on students, as health 
service employees, for care delivery (RCN 1985). The United Kingdom Central 
Council for Nursing, Midwifery and Health Visiting (UKCC) produced a 
comprehensive report on the reform of nurse education (UKCC 1986). The key 
recommendations made were that students should have supernumerary status and 
become responsible to educationalists rather than to service managers. This heralded 
a move from service-led to education-led preparation of students. The new 
2 
curriculum model, known as Project 2000 (P2000) was implemented from1989 
onwards, incorporating the inclusion of a common foundation programme of up to 
two years (UKCC 1986). Students became supernumerary for 80% of their 
programme and the curriculum was based on a health-orientated paradigm, with 
greater emphasis on the social and psychological aspects of health care. From the 
mid-nineties, all nurse education was situated within Higher Education Institutions 
(HEls), with the minimum educational qualification gained being at diploma level. 
Successful completion of 4,600 hours of theory and practice over 3 years was 
mandatory for registration as a nurse, with a 50% split for the theory and practice 
elements. The new curriculum included an emphasis on promoting the notion of 
professional accountability, by which nurses were expected to take increased 
responsibility for their care delivery through a commitment to research based 
practice and an ability to analyse and change practice. However, a further 
Commission established in 1998 by the UKCC identified that, while there were 
significant strengths within the programme, there were concerns about the fitness for 
practice of newly registered nurses particularly with regard to practical skills (UKCC 
1999). A new curriculum model was developed for implementation, in line with the 
Department of Health's (DoH) plans to modernise the National Health Service and 
improve the public's health (DoH 1999). The curriculum design incorporated the 
reduction of the common foundation programme to one year and the provision of 
stepping on and off opportunities to allow flexibility for students. Outcome 
competencies were used as the standards for registration, portfolios of practical 
experience demonstrated fitness for practice and methods such as experiential and 
problem based learning were recommended. No specific guidelines were given 
regarding night duty experience, but the expectation was of involvement of students 
in twenty four-hour care. Another factor highlighted was the need for HEls and 
health care providers to work in partnership on a range of aspects including 
curriculum development, student support and mentorship in practice and the quality 
of clinical placements as learning environments. This curriculum has now replaced 
the P2000 model. 
The ongoing education of nurses has also been subject to developments over the 
years. The Briggs Report (DHSS 1972) recommended that post-registration 
education and specialist courses should be developed and organised as part of the 
ongoing educational process. Briggs also highlighted the need for ward organisation 
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to be, where possible, patient rather than task orientated. The UKCC (1986), in 
tandem with the P2000 initiative, recommended a comprehensive framework of post-
registration education, providing opportunities for consolidation of learning for 
newly qualified nurses, for subsequent updating of knowledge and skills and for 
programmes leading to specialist practice qualifications. A key focus at this time was 
for the education of student and registered nurses to foster critical, analytical and 
reflective practitioners. These qualities were seen as key in moving nursing from 
ritualistic care to practice based on evidence which was critically evaluated as 
opposed to unequivocally accepted (Ford and Walsh 1994). Subsequent standards 
produced by the UKCC (2001) addressed post-registration education and practice 
(PREP). These education standards require registered nurses to undertake a minimum 
of five days learning activity during the three years prior to renewal of registration, to 
maintain a personal professional profile that recorded learning activity and to comply 
with any request to audit this profile. 
Structured post-registration education, through specific modules and programmes of 
study, was the responsibility of the HEIs and National Boards in each of the four 
countries within the UK. This ensured that all modules and courses were validated 
and quality assured by the National Boards. The professional regulatory bodies 
underwent a restructuring in 2002, with the demise of the four National Boards and 
the UKCC, and the establishment of the Nursing and Midwifery Council (NMC). 
The new regulatory body is responsible for monitoring and quality assuring the 
profession, including all programmes that lead to a recordable or registerable 
qualification. 
The current study was situated within this context of educational and service 
provision. When further conceptualising the research, it was necessary to ensure that 
the study was realistic, manageable and did not overreach the parameters indicated 
by the body of knowledge on the topic area. This approach is supported by Bond 
(1991) and 0' Leary (2004), who considered that key aspects of research include 
clearly focussing on the manageable and avoiding over-ambition. The underpinning 
theoretical basis for the current study was limited due to the paucity of research 
regarding the attitudes, knowledge and educational experiences of nurses in relation 
to sleep and its promotion in hospitals. It is generally considered that literature 
reviews should indicate and guide the level of study appropriate to a topic (Getliffe 
1998, Hockey 1991, Mertens 1998, Morse and Field 1996, Thomas 1990, Thompson 
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1998). Furthennore, it is commonly agreed that it is often premature to develop 
specific hypotheses within a study if little is known about the subject and that 
fonnulation of research questions is often more appropriate (Brink and Wood 1994, 
Bums and Grove 2003, Venna and Mallick 1999). The literature review indicated the 
need to start from the viewpoint that little was actually known about any of the three 
identified aspects in relation to sleep promotion of hospital patients and it was 
therefore decided that the research would be best served by a framework of research 
aims and questions. The current study was divided into four phases: 
.. Phase 1 Base line data of educational input on sleep promotion; 
.. Phase 2 Student nurses' experiences, knowledge and attitudes; 
.. Phase 3 Registered nurses' experiences, knowledge and attitudes; 
.. Phase 4 Developments in the students' experiences over time. 
The literature review is presented in Chapter 2. This was undertaken to help 
fonnulate and delimit the topic area and to provide an underpinning for the current 
study. It was considered necessary to establish the importance of sleep and the 
factors involved in sleep promotion within the hospital setting. The literature review 
therefore includes an overview of sleep and its functions, the factors involved in 
nonnal sleep and in sleep deprivation and the overall role of the nurse in sleep 
promotion. Knowledge, attitudes and educational aspects regarding sleep promotion 
are explored and analysed with reference to the research and recommendations in the 
literature. A brief review of the general literature on attitudes, knowledge acquisition 
and learning theories is also undertaken in order to further contextualise the study. 
Chapter 3 sets out the theoretical framework and parameters against which the study 
was carried out. There is a detailed description of the design, methods and processes, 
including the ethical considerations and limitations of the study. Chapter 4 shows the 
management and results of the quantitative material, while the qualitative results are 
presented in Chapter 5. A discussion of the combined results appears in Chapter 6, 
Chapter 7 contains the conclusions and Chapter 8 the recommendations for 
education, practice and further research. The appendices include the questionnaires, 
interview guides, standard letters and prompt sheets used. 
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CHAPTER TWO LITERATURE REVIEW 
The literature review was carried out using various search engines and data bases 
including: ASSIA; Blackwell Synergy; CINAHL; Infotrac; NMAP; Proquest; 
PsycINFO; PubMed and Science Direct. 
When contextualising the study, it was necessary to clarify the areas of interest: sleep 
promotion; educational experiences; knowledge and attitudes. Sleep promotion was 
seen in the broad context of any activity that could be used to enhance sleep, or any 
measure taken to diminish or negate sleep-disrupting factors. Exploration of the 
participants' educational experiences included any aspect of their past and current 
learning about sleep and its promotion and incorporated identification of the gaps in 
their experiences through their recommendations for enhancing education. The 
exploration of the participants' knowledge on sleep and its promotion encompassed 
the process of sleep and any aspect of care known to enhance sleep, including 
identification of sleep disrupting factors and the nursing skills and qUalities that 
could promote sleep for patients. A broad perspective was also taken in exploring the 
attitudes of the participants, incorporating sleep as a curative medium, the role of 
education and the participants' own and others' sleep promotion practice. 
The literature review is presented in the following sections: 
2.1 Sleep and its functions; 
2.2 Sleep deprivation; 
2.3 Factors affecting normal sleep; 
2.4 Factors affecting sleep in hospital; 
2.5 The nursing role in sleep promotion; 
2.6 Attitudes, knowledge and educational experiences regarding sleep promotion; 
2.7 General review of attitudes; 
2.8 General review of learning and knowledge. 
6 
2.1 Sleep and its functions 
The subject of sleep has been an area of interest for a wide range of people from 
poets to scientists for many years. Keats (1838/1956) considered sleep to have 
special qualities, describing it as the soft embalmer of the still midnight. Shakespeare 
said of sleep in 'Macbeth' (1623/1951): 
Sleep, that knits up the ravell'd sleave of care, 
The death of each day's life, sore labour's bath, 
Balm of hurt minds, great Nature's second course, 
Chief nourisher in life's feast (2.2.36-9) 
However, it was not until the 1930's that researchers had the equipment to produce 
electrical evidence showing that sleep was not a homogenous state as conventionally 
thought, but consisted of different stages (Webster and Thompson 1986). This 
equipment was discovered by Berger in the 1920' s and permitted the electrical 
activity of the brain to be continuously recorded as an electroencephalogram (EEG) 
(Borbely 1986). This allowed a different perception of sleep to emerge, with Luce 
(1973) stating that sleep was clearly not a unitary state discrete from the rest of 
consciousness, but a confluence of rhythms taking the individual through many 
levels of altered consciousness. 
Research has shown that 2 distinct types of sleep exist; rapid eye movement (REM) 
sleep alternatively known as paradoxical sleep, and non rapid eye movement 
(NREM) sleep alternatively known as orthodox sleep. NREM sleep is further 
divided into four stages from I - IV. Stages I and II are considered to be light sleep 
while III and IV are deep or slow wave sleep. The 2 types of sleep, REM and 
NREM, alternate throughout the night and form the basis of the sleep cycle. NREM 
constitutes the first part of the cycle with the individual moving down through the 
stages from I - IV and then briefly back up to stage I, whereupon a period of REM 
sleep is entered into. This sequence lasts on average 90 minutes. REM sleep 
accounts for approximately 22 minutes of the sleep cycle, although as the total time 
of sleep accumulates, REM sleep becomes progressively longer and stage IV sleep 
progressively shorter (Dement 1976, Hartmann 1973, Kellerman 1981, Mendelson 
1977, Oswald 1980, Rechtschaffen and Kales 1968). 
The significance and functions of the 2 types of sleep have been widely considered 
and researched, but there is still no absolute agreement between researchers. One 
view is that sleep is largely a genetic hangover from earlier days when the optimal 
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survival strategy was immobility at night (Webb 1975). Meddis (1977) supported 
this view stating that he essentially believed that sleep has important non-
recuperative functions in animals, which may no longer apply to civilised man. 
However many other researchers and writers asserted that sleep has special qualities 
and is a restorative process, necessary for both physiological and psychological 
processes. The 2 types of sleep are considered to have individual functions. 
NREM sleep is thought to be essential for the physical maintenance and repair of the 
body and is widely considered the anabolic state of sleep. In various studies on 
hormonal patterns related to circadian rhythms, it became apparent that during the 
active period of wakefulness there was an increase in the hormones which inhibit 
protein synthesis, including cortisol, glucagon and the catecholamines, noradrenaline 
and adrenaline, and that sleep appeared to inhibit these hormones (Akerstedt and 
Froberg 1979, Weitzmann et aI1983). The secretion of growth hormone (GH), 
which stimulates amino acid uptake and protein synthesis has been shown to take 
place mostly during slow wave sleep (Akerstedt and Nilsson 2003, Czeiler et al 
1980, Komer 1965, Oswald 1980, Steiger 2003), with Lee and Stott (1990) claiming 
that 70% of the total secretion of GH over the 24 hour period occurs during stages ill 
and IV sleep. 
Other research has centred on the study of cell mitosis and protein synthesis, with the 
bulk of the experimental work being carried out on animals. There is a considerable 
body of evidence from these animal studies which showed that sleep is an important 
factor in tissue renewal and healing (Adam and Oswald 1983, Bullough 1948, Bums 
et a11976, Clausen et a11979, Iverson et a11967, Reeve 1975, Saetren 1972, Sakata 
and Tamate 1978, Simmons and Cohen 1980). Experiments on human subjects so far 
yield a smaller body of evidence, although studies to date appear to corroborate the 
findings of the animal studies that sleep positively influences cell mitosis and 
synthetic activities (Adam and Oswald 1984, Akerstedt and Gillbert 1981, Fisher 
1968, Maur 1965, Takahashi et a11968, Valk and van den Bosch 1978). Shapiro 
(1987) reported that his studies on lean body mass and NREM sleep supported the 
suggestion of a relationship between metabolic activity and sleep patterns and would 
therefore, in effect, support the restorative theory of sleep. Shapiro et al (1993) also 
noted that an increase in deep sleep occurs after an operation and that this is thought 
to facilitate the healing process. Akerstedt and Nilsson (2003) stated that recent 
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research has demonstrated that there is an increased activity in the adaptive immune 
functions during sleep. 
Home (1983 and 1985), however, postulated that the function of sleep is simply that 
of promoting well being and peace of mind and that physiologically sleep is not 
essential. He argued that sleep may well be a period in which tissue degradation 
occurs and that the important factors in protein synthesis are physical rest and food 
intake. Home's theory therefore has elements of the other two theories, stating that 
sleep is instinctive and may not be essential, but that it does have restorative 
functions. 
REM sleep is the stage of sleep associated with dreaming. Oswald (1980) stated that 
he believed that some sort of mental life goes on all through the night, but that it has 
special qualities during REM sleep; qualities which are those of dreaming and which 
are necessary for restoration of the brain. REM sleep studies have shown that during 
this phase of sleep hormonal secretions continue to support protein synthesis and a 
significant physiological factor is an increased cerebral blood flow of nearly double 
the normal (Hemenway 1980). The restorative theory therefore asserts that REM 
sleep is essential for the growth, maintenance and repair of brain tissue and for 
emotional healing and adaptation (Hartmann 1973, Oswald 1984), with some 
researchers further stating that REM sleep is linked with memory and learning 
(Fishbein and Gutwein 1981, Squire and Davis 1981). The true nature of REM sleep 
appears difficult to prove conclusively, although researchers continue to work on 
obtaining supportive evidence. 
While there is no overall concensus of opinion on the functions of sleep, the bulk of 
the evidence does support the premise that sleep is necessary for both physical and 
psychological well being. The notion of the need for sleep being increased in illness 
was also supported in the literature. 
2.2 Sleep deprivation 
A great deal of sleep research has centred on studies of sleep deprivation, with 
theories being developed on the evidence afforded by the effects of deprivation of 
sleep. Subjects in various experimental studies who were deprived of REM sleep 
(achieved by waking them as soon as EEG recordings indicated a period of REM 
sleep) were generally noted to display a wide range of psychological disturbances. 
Williams et al (1967) reported that REM sleep loss led to feelings of confusion and 
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suspicion, with Vogel (1975) stating that the effects most consistently noted were 
increased excitability, restlessness and irritability. Dement and Fisher (1963), Gerner 
et al (1979), Glenville et al (1978), Kellerman (1981) and Mendelson et al (1977) 
also reported psychological disturbances following REM deprivation including 
moodiness, depression, anxiety, impairment in vigilance, performance and 
concentration. One study carried out by Morgan (1974) on healthy young volunteers 
found no evidence of performance impairment after a whole night's sleep loss, 
although this finding may be rationalised in the light of most other studies being 
carried out over longer periods of deprivation. 
Deprivation of total sleep has been shown to result in both physiological and 
psychological manifestations. Studies of sleep deprived individuals have reported a 
variety of physiological consequences including a fall in body temperature, slight 
hormonal changes (e.g. a rise in cortisol secretions), central nervous system 
impairment, fatigue and decreased muscle strength (Canavan 1986, Hartmann 1973, 
Horne 1983). Studies performed on rats in which groups were deprived of sleep for 
up to 33 days found that severe tissue damage and pathological changes occurred, 
eventually leading to death in the sleep deprived rats, whereas the control group 
stayed healthy (Rechtschaffen et aI1983). However, it was noted that the causes of 
death were not uniform, thus casting uncertainty on the causative role of sleep 
deprivation towards the outcome. Canavan (1986) stated that it was difficult to 
distinguish between the effects of sleep deprivation and the effects of stress caused 
by the experiment itself. It appears that the effects of sleep deprivation are generally 
acknowledged by researchers to manifest on both a physiological and psychological 
level, although no clear cause and effect relationship has been irrefutably 
established. 
It is generally agreed that the effects of sleep deprivation will resolve after a night's 
recovery sleep. The composition of recovery sleep has been well documented. 
Various studies have shown that a sleep deprived individual in recovery sleep will 
experience more of the type of sleep missed than in a normal night's sleep, although 
not all of the sleep will be made up. Stages I and IT have been shown never to be 
made up while nearly all of slow wave and two thirds of REM are recovered. It has 
also been shown that the amount of sleep required to compensate the accrued sleep 
deficit does not equal the actual amount of sleep lost and people tend to rarely sleep 
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for longer than 20 hours in recovery sleep, regardless of the amount of sleep lost 
(Gulevich et a11966, Home 1976, Kales et a11970, Mendelson 1977). 
2.3 Factors affecting normal sleep. 
There are a number of normal variables affecting sleep. Like many body functions, 
sleep follows an approximate 24 hour cycle, known as circadian, a term introduced 
by Halberg (1953), derived from the Latin circa dies meaning 'about a day'. Humans 
have been shown to have an average 25 hour sleep -wake cycle with various studies 
showing the intrinsic body clock running at a slower rate than the solar day 
(Sedgwick 1997, Waterhouse 1993). The body clock is adjusted to the 24 hour cycle 
by environmental rhythms called Zeit gebers (meaning givers of time, from the 
German geber and zeit respectively) such as the daylight-dark cycle and daily 
routines (Waterhouse 1993). The body clock not only controls sleep, but other body 
functions which exhibit circadian rhythms such as body temperature, cardiovascular, 
endocrine, gastro-intestinal, respiratory and metabolic mechanisms (Minors and 
Waterhouse 1981). 
Individuals tend to vary in how long they prefer to sleep and in how they prepare for 
sleep. Closs (1990) found that her subjects' pre-sleep routines included having a hot 
drink or snack, an alcoholic drink or cigarette and relaxing by reading, watching 
television, listening to the radio or having a bath. People also vary in when they 
function best and when they prefer to sleep. Two distinct types of classifications 
have been identified, those of 'larks' who go to bed early and function best in the 
morning and 'owls' who retire late and function best in the evening (Home and 
Ostberg 1976). The amount of sleep required also varies with some healthy 
individuals functioning on below 3 hours of sleep per 24 hours, to others who require 
over 8 hours. The average amount of sleep required by adults has been shown to be 7 
- 9 hours (Borbely 1986). 
Age is also a factor in the pattern of sleep, with age associated changes being well 
documented. In old age, broken sleep, less total sleep, more shifts between sleep 
stages and less REM and Stage IV sleep are evident, although the elderly tend to 
spend longer in bed (McGhie and Russel 1962, Webb 1975, Webb and Swinbourne 
1971, Williams et aI1974). Zepelin et al (1984) also found that the elderly were 
more easily awakened by noise in all stages, but especially Stage IV sleep. Anxiety 
and stress can adversely affect any individual's sleeping pattern. Studies have shown 
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that individuals suffering from anxiety and stress were more likely to have difficulty 
going to sleep and to suffer from sleep disturbance (Haynes et a11974, Johns et al 
1974, Karacan et a11983, Kleitmanl963, McGhie and Russel 1962). Depressed 
patients also have been shown to have difficulty in falling asleep and to have an 
increased number of awakenings (Colling 1983). 
2.4 Factors affecting sleep in hospital 
It would seem logical, given the factors which can normally disturb sleep, that 
hospital patients would be at risk of some degree of sleep deprivation. This premise 
is borne out in various research studies. Taub and Berger (1976) stated that any 
individual in hospital is likely to suffer from a de-synchronisation or phase shifting 
of their circadian rhythms which results in poorer quality sleep. Shapiro et al (1993) 
considered that the illness itself can profoundly affect sleep and that sleep difficulties 
can compromise the quality of life for patients and may prolong or worsen a disease 
process. A research study by Hedges et al (2004) showed that sleep contributed to 
both physical and emotional well being 4 and 8 weeks after cardiac surgery. Closs 
(1988b) concluded from an extensive literature review that admission to hospital 
evidently caused problems for a considerable number of patients due to disruption of 
the sleep cycle. Southwell and Wistow (1995a), in a study on patients' experiences 
of care at night commissioned by the DoH, showed that half of their sample (n=438) 
reported problems in sleeping in hospital. 
The specific factors in hospital that may disrupt sleep will be considered in relation 
to the following areas: the hospital environment; physical factors; psychological 
factors and the routine orientation of care. 
The hospital environment 
The hospital environment has been the subject of many research studies with various 
factors confirmed as being problematic to patients' sleep. Several research studies 
have highlighted noise as a significant factor in disturbing sleep. Despite a 30 year 
span of research consistently identifying the same problem, the hazard of noise still 
appears as a persistent problem in recent studies. Bentley et al (1977) carried out an 
analysis of perceived noise in surgical wards and an intensive therapy unit (lTD) and 
found that loud noises were common in all areas but especially in lTD where the 
noise levels reached annoying values during both day and night. They concluded that 
the noise in these environments was such that they were unlikely to help patient 
12 
recovery. The noise was mainly due to equipment and staff conversations in ITUs, 
and the sources of noise in wards were predominantly due to nurses' footsteps on 
wooden floors, coughing and snoring and noise from exogenous sources such as the 
sluice and passing traffic (Bentley et aI1977). Cmiel et al (2004), Hilton (1976), 
Murphy et al (1977), Noble (1979), Redding (1977) and Russell (1999) have all 
reported research findings from studies in ITUs and surgical wards indicating that 
noise was a major factor in causing disruption to patients' sleep, with some noting 
that recorded noise levels consistently exceeded the maximum levels recommended 
by environmental agencies. Topf and Davis (1993) and Topf et al (1996) studied the 
effects of coronary care unit noise on sleep by monitoring healthy volunteers in a 
simulated laboratory environment. Each study used different assessment tools and 
both concluded that the results supported the correlation-relation between noise 
levels and poor sleep. Ersser et al (1999) reported that noise was the most common 
external disturbance to sleep identified within their study on older people. Haddock 
(1994) and Dias (1992) carried out small scale studies in surgical and psychiatric 
units respectively and both stated that noise was perceived to be a problem. Dias 
(1992) considered that it was appropriate to ask why noise related problems still 
existed in hospitals. 
Other environmental factors highlighted in studies as being disruptive to sleep are 
lighting levels (Dlin 1971) and an inappropriate environmental temperature (Chilver 
1978). Closs (1990) stated that in a study on the factors that influence sleep on 
surgical wards almost half of the patients (n=200) woke because of being too warm, 
with almost a fifth finding themselves too cold. She stated that these findings were in 
line with those of the Royal Commission of the NHS (1978) who reported that 
patients sometimes found the hospital environment too hot. 
Physical factors 
One of the major physical factors which disrupts sleep is pain. Research studies of 
pain control and sleep consistently reported that the presence of pain was detrimental 
to patients' sleep (Edell- Gustaffson et a11994, Jones et a11979, Kavey and 
Altschuler 1979, Marks and Sacher 1973, Southwell and Wistow 1995a). Closs 
(1992) stated that her research had shown that the sleep of patients was frequently 
disturbed, with the most common cause being pain. Discomfort due to hospital beds 
and bedding is another factor in sleep deprivation to emerge from research studies. 
Closs (1990) reported that 35% ofthe patients (n= 200) in her study on influences on 
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patients' sleep on surgical wards voiced dissatisfaction with beds and mattress 
covers. Discomfort was also ranked highly by ITU patients who were having 
difficulty sleeping in a study by Jones et al (1979), with patients stating that an 
inability to get comfortable was the biggest problem experienced. Similarly, 
Southwell and Wistow (1995a) reported that discomfort was a major factor 
accounting for insufficient sleep, with many patients commenting on uncomfortable 
beds. 
Psychological factors. 
Hospital patients are likely to experience some degree of anxiety and researchers 
often find that anxiety is a factor in sleep disruption. Kleitman (1963) concluded 
from his studies that if a subject was anxious or depressed, the ease with which they 
could go to sleep was greatly altered and that sleep was disrupted more. Closs 
(1988a) stated that depressed patients tend to experience difficulty in falling asleep 
and also tend to have a greater number of awakenings during the night. Colling 
(1983) considered that insomnia caused by a depressive state is associated with an 
increase in the levels of monoamine oxidase which catabolises the neurotransmitters 
involved in sleep onset and maintenance, thus adversely affecting the onset of sleep. 
Various studies have shown that an anxious patient will tend to have poor quality 
sleep (Brostrom et a12001, Edell-Gustaffson 2002, Johns et a11971, Karacan et al 
1983, Monroe 1967, Southwell and Wistow 1995b). This is seen to be due to the 
increased activity of the sympathetic nervous system which has been shown to result 
in less stage 4 and REM sleep and more awakenings (Vitiello et aI1983). There are 
many sources of stress for patients with hospitalisation itself playing a large role in 
the generation of anxiety (Lucente and Fleck 1972). Nursing authors have 
highlighted the stress and worry that can be experienced by patients, particularly 
with reference to the environmental factors in highly technical places such as ITUs 
(Gelling 1999, Honkus 2003, Roberts 1976, Roper et aI1980). 
Routine orientation of care 
Several research studies have identified various aspects of the hospital routine as 
being significant in causing sleep deprivation in hospital patients, although the work 
has mainly been carried out in ITUs. Fontaine (1989) reported that her study on sleep 
patterns in trauma patients indicated that frequent interruptions contributed to 
fragmented sleep. Dlin (1971) showed that nursing interventions remained constant 
over a 24 hour period while interruptions by medical staff fell sharply between 
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23.00hrs and 07.00hrs. Research by Richards and Bairnsfather (1988) indicated that 
the schedule established for ITU patients may be a factor which contributes to 
disturbed sleep patterns, including routine monitoring of vital signs and early 
awakenings for nursing interventions such as bathing and taking blood samples. 
Morgan and White (1983) conducted a research survey on nurses' awareness of 
sleep deprivation in ITUs and found that the nurses did not always differentiate 
between essential and non-essential nursing tasks at night thereby often interrupting 
the patient's sleep pattern unnecessarily. Early awakening has been identified as 
detrimental to patients' quality of sleep. Southwell and Wistow (1995a) in a study 
encompassing medical, surgical, gerontology and psychiatric wards, reported that the 
time available for patients to sleep at night was barely adequate when the lights-out 
and waking-times were considered. The patients in the psychiatric ward were found 
to fare better as they were allowed to get up in their own time. The study also 
reported that half of the patients surveyed were dissatisfied with the settling and 
waking times (Southwell and Wistow 1995a). Closs (1992) stated that her study of 
patients post-surgery showed a mean reduction of 1 hour of sleep duration in hospital 
compared with home, which was consistent with her findings in an earlier study 
(Closs 1988a). She considered that this sleep deficit may be due to difficulties 
experienced by patients in adjusting to ward routine. Two large scale studies have 
similarly highlighted that early awakening is perceived as a problem by patients 
(NHS Management Consultancy Services 1987, Royal Commission of the NHS 
1978). Closs (1990) and Webster and Thompson (1986) reported the fact that 
patients are generally unable to conduct their normal pre-sleep routines and this can 
adversely affect the quality and length of their sleep. Nursing authors have 
consistently emphasised the need to avoid routine orientation of care and 
acknowledged that it is still an area of concern with regard to sleep promotion 
(Ashworth 1980, Closs 1990, Duxbury 1994a, Evans and French 1995, Hill 1989, 
Webster and Thompson 1986, Wood 1993). 
2.5 The nursing role in sleep promotion 
Many nursing researchers and authors consider that there is a very positive role for 
the nurse to play in the promotion of sleep for hospital patients. It is notable however 
that little has changed in nursing practice with regard to sleep promotion over the 
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last 30 years, despite the growing body of literature and research which advocates 
that sleep be given a high priority. 
Roberts (1976) stated that sleep sometimes received low priority but considered that 
as more became known about sleep, it would become a high priority need. This view 
was backed by other authors of the next decade (Iveson-Iveson 1982, Lee 1981, 
Morgan and White 1983, Webster and Thomson 1986). Sleep was also seen as one 
ofthe key activities of living (ALs) in the now commonly used Roper-Logan-
Tierney model of nursing, first developed in the early 1980s (Roper et aZ2000). In 
the last fifteen years, the bulk of the literature indicated that sleep is still not 
receiving a high priority in hospital settings. Closs (1990) reported that the problem 
of patients achieving a good night's sleep in hospital persists, a finding that was 
replicated in her further study of 100 surgical patients (Closs 1992). Fontaine (1989), 
in a study of patients in an lTD, stated that sleep disturbance was a common 
occurrence with nurses often being unaware of the magnitude of sleep disruption. 
Southwell and Wistow (1995b) concluded that hospitals have failed to date to 
respond to the well documented disturbances to patients' sleep. They also considered 
that nurse managers have a role to play in ensuring the ward environment is 
conducive to sleep (Southwell and Wistow 1995a). Duxbury (1994a) also 
emphasised the need for a more positive nursing response to help hospital patients to 
sleep. Halfens et aZ (1991) conducted a study into sleep medication in Dutch 
hospitals and found that generally nurses hold positive opinions regarding sleep and 
sleep problems. However, in practice, 43.5% (n=40) of nurses thought that patients 
sleep problems received too little attention, with 45.7% (n=42) considering that sleep 
problems are accepted as a normal part of hospitalisation. 
A recent national initiative, the 'Hospital at Night' is addressing various aspects of 
health care at night from a multidisciplinary perspective (NHS Modernisation 
Agency 2004). Pilot work from this project has identified various areas to be 
addressed, including the fact that a significant proportion of night-time work is non-
urgent and could be brought into the day. The model has also highlighted the need to 
appoint night nurse co-ordinators and to identify the educational needs of staff. It is 
not yet clear yet if this will involve input on sleep promotion. 
Various research studies have concentrated on specific aspects of the nursing role 
regarding sleep promotion. These will be discussed in relation to the following areas: 
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the hospital environment; physical and psychological factors; sleep medication and 
nursing care. 
The hospital environment 
Bentley et al (1977) stated that their evidence showed that nearly all patients who 
enter hospital for surgery soon accumulated a sleep deficit, partly due to a noisy 
environment. They recommended that particular attention be directed to the main 
factors of loud conversations and noisy procedures. They also recommended that 
staff should be educated against noise pollution as part of good hospital procedure. 
Closs (1990) reported that, in a patient questionnaire asking for suggestions for 
improving sleep in hospital, two of the most important concerns to emerge were 
reduction in hospital noise and improving hospital beds. Richards and Bairnsfather 
(1988) included attention to noise reduction as one of their recommendations of their 
descriptive study of sleep patterns in critically ill patients, although this was not a 
measurable parameter of their data, but an observation of the researcher. Practical 
measures outlined in their report ranged from ITU design to reducing the noise of 
alarms and staff conversation, as these were noted to move the patients to a lighter 
level of sleep on EEG recording (Richards and Bairnsfather 1988). A later research 
study by Cook et al (1997) showed that several noises contributing to very high peak 
sound levels could be modified by changing human behaviour, including loud 
talking, although they concluded that they had found it difficult to modify behaviour. 
Cmiel et al (2004) advocated a number of nursing measures that had been effective 
in increasing patient sleep satisfaction in their study, including moving staff reports 
to an enclosed room and replacing noisy towel dispensers. Southwell and Wistow 
(1995a) also highlighted practical implications stating that nurses have to be aware 
of the importance of minimising noise at night. They recommended a broad range of 
strategies from the type of shoes worn to the design of the wards. Closs (1988a) 
stated that it may be possible for the nurse to manipulate other problematic 
environmental factors such as temperature and sleep position in order to promote 
sleep. Haddock (1994) in a small study on the efficacy of ear plugs concluded that 
earplugs were of benefit to a number of patients in both reducing noise levels and 
promoting sleep and recommended that these be made available to patients. Childs -
Clarke (1990) considered that attention to a patient's sleeping environment was 
important across the board from general nursing to psychiatry. Topf et al (1996) 
concluded from their study on ITU noise and REM sleep that the nurse has a specific 
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role to playas an environmental activist with responsibility for the abatement of 
ambient sounds, enhancement of patient control over variables and collaboration 
with hospital administration and architects in the planning of the acoustic features of 
ITUs. Topf (2000) further proposed the use of an environmental stress model 
encompassing these factors to enhance person-environment compatibility. 
Physical and psychological factors 
Nursing researchers and writers consider that there is much that staff can do to 
negate the physical and psychological factors which disrupt sleep. Closs (1992) 
stated that her study showed that provision of analgesics was the biggest single 
factor in helping patients get to sleep and considered that improving methods of 
assessing and controlling post-operative pain could result in improved patient sleep. 
Southwell and Wistow (1995a) noted that it appeared that some patients were 
reluctant to call for help when awake with pain or discomfort and recommended that 
nurses should encourage patients to communicate their difficulties. Their study 
showed that many patients would use their buzzers only in an emergency (Southwell 
and Wistow 1995a). Edell- Gustafsson et al (2003) and Fontaine (1989) 
recommended that patients' perception of sleep should be recorded, as their views 
may highlight underlying problems such as anxiety or pain which could be 
alleviated. Webster and Thompson (1986) stated that it was essential that the 
patients' psychological needs were considered alongside their physical needs, as 
both are important in ensuring promotion of sleep. This view was mirrored in the 
recommendations of a study which highlighted the need for careful assessment of the 
patient's physiological and psychological status, their recent sleep patterns and the 
necessity of the care to be given before disturbing a patient (Richards and 
Bairnsfather 1988). 
Sleep medication 
The role of the nurse with regard to sleep medication has also been explored. Halfens 
et al (1991) reported that their study showed that Dutch nurses had a negative 
attitude to sleep medication and were cautious in its administration. Duxbury 
(1994b) considered that the vast amount of literature on night sedation indicated a 
medical orientation to sleep problems. Her small scale research study showed that 
team nurses demonstrated a higher reliance on the use of pm night sedation than 
primary nurses and considered that all nurses must ensure that appropriate 
assessment and planned interventions are explored before the administration of 
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routine night sedation. Knapp (1993) stated that attempts to promote patients' sleep, 
other than through the prescription of medications, are often minimal and cautioned 
against the routine use of hypnotics. She cited the reduction of REM sleep caused by 
the majority of hypnotics and sedatives, plus the rebound REM sleep experienced on 
discontinuation of these medications as factors to be avoided at all costs (Knapp 
1993). Swift and Shapiro (1993) in an article on prescribing sleep medication for 
elderly patients recommended assessment of the patient's sleep profile, caution in 
routine prescribing and the use of a non-pharmaceutical approach where possible. 
McMahon (1992) considered that many nurses are unaware of the physiology of 
sleep and resort to drug administration for sleeplessness too quickly. Cannard (1996) 
reported a small study on the use of aromatherapy in coronary care units and stated 
that one finding indicated that patients with sleep problems experienced dramatically 
improved sleep patterns with the use of a vapourised blend of relaxing oils. 
Similarly, Hudson (1996) concluded from her study that the evidence indicated a 
trend towards a more sustained sleep at night for elderly patients following 
administration of inhaled Oil of Lavender. 
Nursing care 
Evans and French (1995), in a paper outlining nursing interventions to promote 
sleep, considered that while nurses in lTD may recognise the sleep needs of patients, 
the action orientated subculture may have an indirect but powerful influence on the 
behaviour of nurses. They highlighted the difficulties that nurses caring for critically 
ill patients can face when prioritising care but stated that in this respect nursing 
judgement is of vital importance (Evans and French 1995). Southwell and Wistow 
(1995b) reported that their research findings had far reaching implications for the 
organisation of patient routines, particularly with regard to guidelines for the 
minimum number of hours the lights are turned down at night and the practice of 
early wakening of patients. Jarmen et al (2002) stated that their research study, in 
which they introduced flexible times for giving morning and evening medication, 
showed that the sleeping times for the majority of their patients appeared to have 
increased. Closs (1992) stated that more flexible ward routines and attention to 
individuals' sleeping habits could improve the quality of patients' sleep. One 
practical measure that is widely advocated is that of providing patients with 
uninterrupted rest and sleep periods (Briggs 1991, Dootson 1990, Gelling 1999, 
McInroy and Edwards 2002, Rodehn-Fox 1999, Webster and Thompson 1986). 
19 
Briggs (1991) pointed out that grouping of nursing activities is essential to ensure 
that patients are given the opportunity to complete a whole sleep cycle. Olsen et al 
(2001) reported on the success of introducing scheduled quiet times for patients and 
stated that their research showed an increased amount of sleep for patients. Edwards 
and Schuring (1993) implemented a research based practice change in the form of a 
sleep protocol for ITD nurses and reported that, while the nursing staff recognised 
that the responsibility for providing uninterrupted sleep time was theirs, the problem 
was multi-faceted and merited a multi-disciplinary approach. They noted that the 
nursing staff discovered that they had to strengthen their abilities in co-ordinating 
activities around patients' sleep, a factor not previously considered a priority. They 
also stated that the implementation of the sleep protocol had resulted in nurses being 
more sensitive to patients' need for uninterrupted sleep (Edwards and Schuring 
1993). 
Many authors recommended charting patients sleep/wake patterns as being a positive 
nursing action (Fabijan and Gosselin 1982, Fontaine 1989, McIntosh 1989, Rodehn-
Fox 1999, Webster and Thompson 1986). Fontaine (1989) considered that 
identifying the 24 hour sleep wake cycle is the first step in achieving the heightened 
awareness necessary to determine and evaluate sleep promotion strategies. Aurell 
and Elmquivst (1985) and Edell-Gustaffson et al (1994) found that nurses 
consistently over-estimated the amount of sleep achieved by patients. Edell-
Gustaffson et al (1994) considered that nurses may have a lack of knowledge on 
what should be documented, as well as an inadequate standardisation of language to 
describe sleep disturbance. They concluded from their studies that it was important 
to develop a standardised programme for nurses to document wakefulness and sleep 
in the practice of patient care. Similarly, Webster and Thompson (1986) noted that 
many nurses are unskilled at assessing patients' sleeping habits, but that a detailed 
assessment is necessary to achieve effective nursing practice regarding sleep, as did 
Nagel et al (2003). This view was also shared by Calverly and Shapiro (1993) who 
stated that for both medical and nursing staff there is a confirmed need, based on 
evidence, to enquire about sleep quality and problems in the routine assessment of 
patients. Some recent studies have focussed on the need for patient education on 
healthy sleep patterns and have highlighted the fact that this would have to be 
underpinned by nursing knowledge, understanding and awareness (Brostrom et al 
2001, Edell-Gustaffson 2002, Griffiths and Peerson 2005). 
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2.6 Attitudes, knowledge and educational experiences regarding sleep 
promotion 
Although there are a considerable number of research studies and numerous practice 
recommendations arising from literature reviews, it is evident that there have been 
few studies on nursing knowledge and attitudes to sleep and the role of education in 
preparing nurses to promote sleep. Several researchers and writers have, however, 
addressed this area in the recommendations from their research. Southwell and 
Wistow (1995b) stated that there was a need to place a greater emphasis on the 
importance of sleep in all nurse education and considered that nursing textbooks, 
education programmes and practice failed to highlight the importance of sleep. 
Haesler (2004) and Webster and Thompson (1986) stated that there was a definite 
need for planned care based on a knowledge of sleep and of the patient. Many 
authors agree that an awareness of the structure of sleep would be of value for nurses 
in planning care to promote sleep and rest for their patients (Finlay 1991, Griffiths 
and Peerson 2004, Lee et a12004, Reid 2001, Wilson 2003, Wood 1993). Haddock 
(1994) stated that night nurses in particular should be aware of sleep theories and the 
importance of sleep and that further education of both nurses and doctors regarding 
the use of night sedation could be beneficial. Irwin (1992) considered that staff at 
night generally have a lack of knowledge about sleep and stated that a knowledge 
base of sleep and its relationship to physical, psychological and disease states was 
essential in planning care. Evans and French (1995) considered that it was important 
for various nursing disciplines to work together to encourage and promote an 
environment conducive to sleep, including nurses themselves, managers and nurse 
educators. Duxbury (1994b) included in her recommendations for further research 
the need for a greater exploration of nursing attitudes and alternative strategies to 
help sleep. 
Kryger (2004) stated that failure of transferring scientific knowledge to the bedside 
greatly impacted on the care of the elderly and reported that the American National 
Sleep Foundation hosted a Congress to debate aspects of sleep care in the elderly. 
This included consideration of strategies to incorporate information on sleep into 
medical training and practice. Calverly and Shapiro (1993) emphasised the 
importance for both medical and nursing staff of understanding the unique features 
of sleep in the practice of general medicine. Crisostomo et al (1999) examined the 
knowledge and attitudes regarding sleep medicine in first year medical and nursing 
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students and residents. This American study showed that a need for effective 
education was both perceived and real among the participants and that the current 
lack of education in sleep medicine was apparently not a reflection of the preferences 
of the participants (Crisostomo et aI1999). Briggs (1991) stated that it was 
important that education in the value of sleep should be given prominence in 
induction programmes and post-basic clinical courses, as it was her experience that 
ITU nurses do not actively promote patients' sleep, despite being in a position to do 
so. Knapp (1993) considered that organisational changes must take place if nurses 
are to be active restorative sleep specialists. This included staff recognising their role 
as sleep promotion specialists and strong educational support for nurses regarding 
their knowledge of the normal patterns of sleep. Evans and French (1995) reported 
that sleep had been identified as a major focus for nursing research in the USA with 
the American Association of Critical Care Nurses specifying the need for studies 
which explore effective methods to promote sleep. Halfens et al (1991) declared that 
their study had shown that most of the nurses evaluate that attention to sleep within 
their educational programme as insufficient. This finding emerged from data 
collected via a questionnaire which included belief statements based on literature 
findings and informal discussions and only half of the respondents (n= 1 08) indicated 
that they had received any input on sleep, sleep interventions and sleep medication in 
their education programme. Halfens et al (1991) concluded that more attention had 
to be paid to nursing practice regarding sleep promotion in educational programmes. 
Oleni et al (2004) noted from their study that all nurses, particularly night nurses, 
needed improved education on night care. Lee et al (2004) considered that there was 
no established curriculum for sleep in pre- and post-registration nursing in the USA 
and proposed a detailed plan for theoretical and practical learning to address this, 
drawn up by expert nurses in the field of sleep. Morgan and Closs (1999) produced a 
book on sleep management, stating that they hoped that the effective management of 
sleep problems would ultimately find a permanent place in both the pre-and post-
registration education of nurses. These authors also considered that sleep 
management was once the provenance of common sense and experience, but is now 
being recognised as an important area for research and education (Morgan and Closs 
1999). 
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The next section offers an overview of the literature on attitudes, including 
consideration of the effects of ward culture and socialisation processes on attitudes 
and practice. 
2.7 General review of attitudes 
In their efforts to explain human behaviour, attitudes have been the focus of studies 
by social psychologists for many years (Ajzen 1988). An attitude is generally defined 
as the disposition of an individual to evaluate and respond favourably or 
unfavourably to a specific topic, object, person or concept (Ajzen 1988, Dowds 
2003, Eagly and Chaiken 1993, Fishbein and Ajzen 1975, Oppenheim 1992). As it is 
not accessible to direct observation, an attitude is a hypothetical construct that is 
inferred from measurable responses. Ajzen (1988) stated that the most popular 
classification system distinguishes between three categories of attitudinal responses 
and has classical roots, dating back to Plato. The categories are those of cognition, 
affect and conation and can be expressed verbally and non-verbally. 
The cognition, or cognitive, component refers to responses that are expressions of 
beliefs about, and non-verbal perceptual reactions to, the focus of the attitude. The 
affective, or emotional, component is concerned with the feelings of an individual 
towards the attitude object, with non-verbal expressions of this component being 
reflected through physiological reactions, including facial expressions. The conative 
component, more commonly referred to as the behavioural or action tendency 
component, refers to expressions of behavioural intentions or inclinations, with the 
non-verbal response expressed through overt behaviours towards the object of the 
attitude. (Ajzen 1988, Eagly and Chaiken 1993, Eiser 1994, Kent 1996, Oppenheim 
1992). As Oppenheim (1992) noted, the attitudes of an individual usually tend to lie 
dormant, until expressed through the mediums of speech or behaviour when the 
focus of the attitude is perceived or encountered. Values are held to be more abstract 
constructs of a higher order than attitudes and represent an enduring belief that a 
particular behaviour is preferable to its opposite on a personal or social level. Thus, 
values are seen as being more permanent and resistant to change than attitudes and 
may have either a direct or an indirect influence on an individual's attitudes. Values 
are therefore determinants of attitudes, while a specific attitude can be influenced or 
caused by many differing values (Dowds 2003). Oppenheim (1992) considered that 
attitudes are not only concerned with a specific topic but also have various other 
attributes. Attitudes can be held by individuals with differing levels of depth, 
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intensity and with lesser or greater vehemence. Also, some attitudes can be seen to 
be more all embracing and general than others, underpinned by more specific beliefs 
and attitudes and predisposing the individual to react in certain ways to future 
experiences. 
Social psychologists have made a rough distinction between the levels of attitudes to 
facilitate understanding: the most superficial level is that of opinions; the next 
attitudes; a deeper level of basic attitudes or values and finally, the deepest level of 
personality. The levels are not linear, but related and interconnected. It is also held 
that attitudes do not exist in isolation and generally are acquired or modified by the 
individual's reaction or exposure to the attitudes of others (Oppenheim 1992). In 
terms of behaviour, while attitudes are not seen as absolute predictors of certain 
actions, they are generally held to indicate particular behavioural intents. Early 
studies looked at the consistency of attitudes and behaviour. One such example is 
Festinger (1957), who worked on the principle that individuals preferred consistency 
over inconsistency and developed the theory of cognitive dissonance. This theory 
purported that when individuals acted inconsistently, or their beliefs conflicted, they 
experienced a drive to reduce the resulting dissonance by changing their attitudes or 
modifying their behaviour. Ajzen (1988) stated that many studies at that time showed 
that there are occasions when people do not act consistently with their attitude and it 
was clear that a particular attitude was by no means the single cause of any particular 
behaviour. However, he considered that subsequent research, working on the 
principles of aggregation of observations across situations and actions, demonstrated 
that it was possible to show consistency of behaviour and obtain accurate general 
predictions of behaviour from verbal attitudes. 
Ajzen (1988) developed the theory of planned behaviour to account for the link 
between behaviour and attitudes, developed from Fishbein and Ajzen's (1975) earlier 
theory of reasoned action. Ajzen's theory of planned behaviour supposes that 
behaviour can be predicted from behavioural intention that is influenced by three 
main factors: 
• The person's attitude to the behaviour itself; 
• The subjective norms about the behaviour; 
• The person's perceived control to carry out the behaviour. 
Central to the theory, is the notion that an individual will have the intention to carry 
out the behaviour in question. Ajzen (1988) stated that the first two factors were the 
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same as those identified in the theory of reasoned action, but that the novel 
antecedent of intention in his subsequent theory was the degree of perceived 
behavioural controL This factor concerned the perceived ease or difficulty of 
carrying out any behaviour, reflecting past experiences as well as anticipated 
obstacles. 
Other research into attitudes has concerned the modification of attitudes. For 
example, Kruglanski (1989) identified that some people with more rigid and 
authoritarian views see the world in clear cut categories and thus find it difficult to 
deal with uncertainty and new ideas. However, such individuals may be very 
susceptible to those whom they hold in high regard. Other individuals however, 
actively seek information and are prepared to accept inconsistency and doubt, rather 
than be certain but wrong. Researchers have also looked into the effect of social 
influences on behaviour and attitudes. Jones and Gerard (1967) considered that social 
influence derives from the fact that people depend on each other and that there are 
two types of dependency: 
• Effect dependency, in which the influenced action has an effect, with the 
influencer delineating the norms for behaviour and exerting normative influence; 
• Information dependency, where the other person influences another by providing 
information relevant to the situation. 
Kelman (1961) proposed that there are three different types of social influence: the 
processes of compliance; identification and internalisation. The influence of 
compliance entailed changing outward behaviour due to the fact that another 
individual controls the punishments/rewards. This conformity is seen to be conscious 
and depends on the power of the rewarder/punisher. The influence of identification 
concerned any situation in which the individual changed behaviour so that the 
relationship with the influencer was maintained. The power of the influencer in this 
instance is referred to as referent power; that is the extent to which they are regarded 
as the frame of reference for the behaviour. The process of internalisation entailed a 
relatively enduring change of behaviour, being underpinned by the individual's belief 
that the change is right and valid. The influencer in this case is regarded as credible 
and believed to be trustworthy and expert. 
The notion of organisational culture is also an important consideration with regard to 
the study of attitudes of nurses. Schein (1985) defined organisational culture as the 
way members of any organisation behave and the values that are important to them. 
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Lok et al (2005) showed that when staff perceive the ward culture to be supportive 
and innovative, this engendered positive attitudes about organisational membership, 
as did a considerate leadership style of the manager. This reflected the findings of 
earlier studies which showed that culture influenced factors such as individual and 
group behaviour, patient care and organisational success (Kangas et a11999, Snow 
2002, Tzeng et a12002, Vestel et aI1997). Joyce (1999) stated that many areas of 
nursing practice are strongly influenced and based on evidence from culture, customs 
and narratives. In the same vein, a study by Wilson et al (2005) reported that rituals 
and task orientated care were still part of everyday contemporary nursing care. A 
meta-analysis of 10 years of nursing literature by Allen (2004) showed that routines 
and customs featured heavily in nursing practice. Allen (2004) opined that a realistic 
approach would be to articulate individual patient needs within hospital routines. 
Brooks and MacDonald (2000) stated that examples of ritual abounded on night 
shifts in particular, including early awakening of patients and traditional medicine 
rounds. Brooks (1996) had earlier considered that such practices served as conflict 
reducers, appeasing day staff by reducing their workload. A study on reflective 
practice by Mantzoukas and Jasper (2004) found that registered nurses, while 
acknowledging reflection as a powerful approach to developing practice, avoided 
overtly using this due to socialisation pressures in which those in a position of power 
did not value the importance of reflection. 
Nurse researchers have also addressed the socialisation of student and newly 
registered nurses. Recent studies by Lingard et al (2002) and Randle (2003) re-
inforced the findings of earlier work, (e.g. Bendall 1976, Holloway and Penson 1987, 
Melia 1987), showing that students assimilated nursing norms in an attempt to gain 
professional identity and that the strength of the socialisation process could transform 
a student into the type of nurse the context wants. Other studies, over a period of 
thirty years, have highlighted the disparity and conflict between values espoused in 
the educational context and those in clinical practice, often culminating in a 'reality 
shock' for students and newly registered nurses (e.g. Fealy 1999, Kramer 1974, 
Melia 1987, Philpin 1999, Wilson and Startup 1991). 
When considering the attitudes of nurses, various researchers have studied a wide 
range of areas such as student nurses' attitudes towards elderly patients (Fielding 
1986), registered nurses' attitudes to brain stem death and organ donation (Davies 
1997) and nurses' attitudes towards research (Dyson 1997). Two studies have looked 
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at the attitudes of registered nurses to some aspects of sleep promotion. Halfens et al 
(1991) studied the attitudes of Dutch nurses to sleep and sleep medication. Their 
findings showed that the registered nurses seemed to have a positive attitude towards 
sleep and a negative attitude to sleep medication. In practice however, the nurses 
themselves indicated the reverse was true. They were aware of sleep problems, 
agreed that they were part of their role but half of the sample stated that sleep 
problems did not get enough attention. Halfens et al (1991) concluded that their 
study indicated that nurses were unfamiliar with adequate diagnosis and effective 
nursing methods for sleep promotion. Duxbury (1994b) used the Halfens et al study 
as a basis to explore primary nursing and its effect upon the nursing attitudes about 
sleep medication. The findings were generally similar to those in the original study in 
relation to nursing attitudes, but highlighted the fact that primary care nurses 
administered less night sedation and explored more alternative strategies than team 
nurses. Duxbury (1994b) concluded that primary nursing, with its more 
individualised approach to nursing care, could be part of the solution to the 
promotion of sleep in hospitals. 
2.8 General review of learning and knowledge 
There are three widely held theories of learning: behaviourism; cognitivism and 
humanism. 
The behaviourist theory holds that learning is a change in observable behaviour, 
occurring when a connection is made between two events, a stimulus and a response. 
Various psychologists' research and work underpin this theory including Pavlov and 
Watson (classical conditioning), Thorndike (trial and error learning), and Skinner 
(operant conditioning) (Bigge and Shermis 1999, McKenna 1995a). 
The cognitivism school of thought considers that learning is an internal, purposive 
process concerned with thinking, perception, organisation and insight. The learner is 
seen as being actively involved in seeking out new information, problem solving and 
referring to past experience and thus understanding is developed. The origins of this 
theory lie in Gestalt (meaning pattern or form) psychology, as espoused by 
individuals such as Wertheimer, Kohler, Vygotsky and Koffka. Their work involved 
the study of perception and emphasised the ability of the individual to organise and 
integrate their perceptions into an overall pattern, or Gestalt. It was believed that the 
full meaning of the total behaviour was obscured by breaking it down into 
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constituent parts. The principles of this organisation, 'pragnanz', into the simplest 
form possible, meant that meaning and order could be imposed. Pragnanz was made 
up of four laws of perception which could be used as laws of learning: similarity; 
proximity; closure and continuity (Bigge and Shermis 1999, McKenna 1995b, Nesbit 
et al 2004, Quinn, 2000). Bruner's theory oflearning through discovery also sits 
within the paradigm of cognitivism. Bruner (1966) suggested that the aim of teaching 
was to instil a general understanding of the whole structure of a subject and that 
learning was an active process, stimulated by curiosity. Knowledge was held to be 
constructed by the relation of the incoming information to a previously acquired 
frame of reference, endowing meaning and organisation to an individual's experience 
and knowledge. Three hierarchical modes of representation were identified: the 
enactive mode, consisting of a habitual set of actions, including motor skills; the 
iconic mode, based on imagery and the symbolic mode in which the iconic imagery 
is transformed into a system of symbols; usually words (Bruner 1966). Learning was 
thus inductive and used specifics to discover general ideas or concepts. Bruner 
(1966) also advocated the use of a spiral curriculum, in which information is 
introduced in a simple form initially, and built upon throughout the education 
programme with more complex ideas. However, Ausubel (1968) believed that 
learning moved from an overall understanding of broad concepts to more specific 
factors and advocated a method of expository teaching, linking new know ledge to the 
students' previous experience. Ausubel (1968) recommended the use of an advance 
organiser (an anchoring structure for teaching either in prose or flow chart format) 
followed up by the actual content. 
The learning theory of humanism concerns the feelings and experiences that lead to 
the personal growth and fulfilment of the student. Maslow (1971) espoused a theory 
of motivation and a hierarchical ordering of needs. The goal of this approach is to 
facilitate learners to achieve self actualisation and reach their maximum potential. 
This is closely linked to the work of Carl Rogers and Malcolm Knowles on 
experiential learning and andragogy respectively. Rogers (1983) advocated student 
centred learning and identified a continuum, from material with no personal meaning 
to significant, meaningful, experiential learning. Knowles (1984) considered that the 
knowledge on adult learning was informed not only by the many works of education 
researchers but also the fields of clinical psychology and psychiatry and researchers 
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such as Bandura, Gagne, Maslow and Rogers. The assumptions of andragogy include 
the following: 
II 
II 
The learner is self directing; 
Adults enter into education with a different volume and quality of experience and 
are therefore the richest resources for each other. Learning methods such as 
group discussion and problem based learning (PBL) can make use of this 
experience. As the range of experience varies, the use of individualised 
techniques such as learning plans and contracts is emphasised in an andragogical 
approach to education; 
II The orientation to learning is life centred, task centred or problem centred; 
II The motivation to learn is underpinned predominantly by internal factors such as 
self esteem, recognition and self actualisation (Knowles 1984). 
Tennant (1997) however, considered that the validity of the work of Knowles was 
weakened due to the fact that it was based upon the two opposing and mutually 
incompatible theories of humanistic psychology and behaviourism, and that it 
ignored the power of social forces in education. Tennant (1997) thus proposed a 
reconstructed charter for andragogy, addressing the key characteristics of adult 
education practice. This encompassed many of the values expressed by Knowles 
(1984) including valuing the experiences of learners, but was seen as less 
prescriptive and generic to all forms of teaching (Tennant 1997). Kolb (1984) and 
Honey and Mumford (1989) considered learning as a life long process and described 
stages of learning in relation to a learning cycle, involving reflecting and learning 
from experiences. Honey and Mumford (1989) went on to further identify four 
learning styles which reflected different preferences for learning: activists; reflectors; 
theorists and pragmatists. 
Learning can also be seen to be intentional or unintentional and vary in levels. 
Marton and Saljo (1976) identified two levels or processing within learning; deep 
and surface. As the terms suggest, surface learning is characterised by reliance on 
rote learning or memorising while deep learning is concerned with understanding and 
a critical approach. 
There is a growing body of literature on the topic of nurse education, concerned with 
the acquisition of both theoretical and practical knowledge. Purdy (1997) considered 
that nurse education is broadly dominated by the educational theory of humanistic 
ideology and that this has grown as the preparation of nurses is now seen more as an 
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educational process. He stated that the humanist ideology is broadly informed by the 
ontological and epistemological assumptions of phenomenology (Purdy 1997). This 
paradigm rejects the standpoint of the behaviourist school, due its failure to take 
account of the interpretive faculties and consciousness of individuals, and the 
cognitive school, for its lack of recognition of the affective dimension of learning. 
Cust (1995), however, stated that one of the most important contributions of the 
cognitive learning ideology was the analysis of skilled performance and the 
identification of the characteristics of expertise. She considered that one of the most 
striking research findings was that highly competent performance was shown to be 
characterised by the extent and quality of the background knowledge rather than 
powerful thinking and reasoning skills (Cust 1995). 
Burnard (1989), Milligan (1997) and Morrall (1989) stated that andragogy and 
experiential learning were two fairly contemporary approaches in nurse education 
and that, combined, they offered powerful ways of developing practical, intellectual, 
social and interpersonal skills in student nurses. Burnard (1989) proposed that a 
combination of approaches could usefully serve to enhance nurse education. He 
advocated using an andragogical approach through a learning contract type approach, 
encompassing both theory and skill elements, with the theory element learned using a 
range of methods. Burnard (1989) proposed that the skills element should follow the 
experiential learning cycle involving reflection and evaluation of new learning. PBL 
is advocated as a model of adult education that is suited to the practice based 
orientation of nursing. This is seen to enable students to explore real life situations, 
developing knowledge, problem solving skills and team working abilities (Bums and 
Glen 2000, Happell and Rushworth 2000). 
Quinn (2000) stated that learning which takes place in the clinical environment can 
be argued to be much more meaningful than that gained in the classroom. He 
considered that this fact was underpinned by the writings of Rogers, Knowles, Kolb 
and Schon. Quinn (2000) noted that it was important to differentiate between 
experience in clinical placements and learning in practice, as exposure to clinical 
practice does not equate to learning in practice, even though some learning does 
happen that way. Professional learning in practice is seen by a number of authors to 
come from systematic analysis and reflection upon experience and requires an 
environment conducive to learning and support from skilled practitioners and 
educationalists (Johns 2000, Pollard and Hibbert 2004, Quinn 2000, Teekmann 
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2000). The importance of supervising and mentoring learners in practice has received 
much attention over the years. Nurse researchers have addressed the key role of 
mentors in enabling the learning of students (Chow and Suen 2001, Clarke et al 
2003, Lloyd Jones et a12001, Lofmark and Wilkblad 2001, Spouse 2003, Wilson-
Barnett et aI1995). Wilson-Barnett et al (1995) researched clinical support for 
P2000 students and noted that the ward atmosphere and team support were vital to all 
concerned in education. The study also stated that barriers to learning included poor 
staff morale, low staffing levels and lack of a team orientated approach to patient 
care. A Swedish study by Lofmark and Wikblad (2001) highlighted that factors 
obstructing learning in clinical practice included supervisors who lacked interest and 
did not facilitate reflection on practice. Studies from nurse researchers such as Dunn 
and Hansford (1997), Jackson and Mannix (2001), Orton (1983) and Papp et al 
(2003) supported the notion that the qualified staff are key in creating the right 
environment and acting as role models, with the ward manager being particularly 
influential, including their leadership style and personality. Orton (1983) noted that 
wards had been traditionally organised on the basis of task orientated care, but were 
shifting to individualised patient care which, in her opinion, would lead to a more 
positive learning environment. 
Some recent studies have focussed on learning from patients. Skog et al (2000) 
conducted a study examining the experiences of trainee nurses caring for demented 
patients in Sweden, using the patient as a teacher. They found that this was an 
instructive experience for trainees and a valuable teaching strategy. Skog et al (2000) 
allied their approach with PBL devised from an expressed patient perspective and 
stated that this teaching strategy could more properly be termed patient based 
learning. Many authors (e.g. Abma and Widdershoven 2005, O'Hagan 2004, Oleni et 
al 2004, Southwell and Wistow 1995a, Webb and Benstead 2002) have also 
addressed the involvement of service users in relation to the planning, delivery and 
evaluation of services, including education, in line with the NHS plan (DoH 2000). 
This entails placing the service user at the centre of all aspects of health care, through 
activities such as panel membership, audit of patient experiences and involvement in 
the development and delivery of education programmes. Southwell and Wistow 
(1995a) considered that it was important to ask patients their views on the quality of 
their sleep and respond to their perceptions of the nursing care. 
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The types of knowledge inherent in nursing have also received attention in the 
literature. The body of knowledge in nursing has been developing over the years, in 
tandem with the growth of the profession. Schein (1973) stated that there are three 
components to professional knowledge: 
1. An underlying discipline or basic science component on which principles 
practice rests and is developed (top of the hierarchy); 
2. An applied science component from which solutions to problem and day to day 
diagnostic procedures are derived; 
3. A skills and attitude component that concerns the actual performance, using the 
underlying knowledge of the first two components. 
Knowledge is seen by a number of cognitivists (e.g. Alexander et a11991, Anderson, 
1980) to fall into three main categories: 
• Declarative, propositional or formal knowledge which underpins professional 
knowledge. This type of knowledge consists of concepts, facts, theories or 
propositions and is accessed through contact with written or verbal material. 
Because it is not directly experienced it can be difficult to learn; 
• Procedural or practice knowledge which is inherent in the action of nursing. The 
information involved in psychomotor skills and cognitive skills such as problem 
solving are held to be derived from declarative knowledge (Eraut 1994). This is 
often referred to as the technical rationality model; 
• Conditional knowledge which is seen as an awareness of how and when to use 
declarative and procedural knowledge. Eraut (1994), however, did not directly 
refer to this category, referring instead to deliberative and judgemental processes 
that require unique combinations of propositional and practice knowledge. 
Burnard (1989) proposed experiential knowledge as a third category of 
knowledge, that is personal knowledge gained through direct encounter with a 
thing, place or person and which cannot be easily transmitted to others as it is 
personal to the individual. 
The explanation of professional practice consisting of applied propositional 
knowledge is rejected by various scholars such as Carper (1978) and Schon (1983 
and 1987) who contended that professional practice is too complex, uncertain and 
unstable to be resolved by recourse to the neat and simple cognitive ideology that is 
an outcome of positivist research. The work of Carper (1978) provided an analytical 
framework on ways of knowing, seeing knowledge as deriving from empirical, 
32 
aesthetic, personal and ethical sources. Further work by Benner and Wrubel (1982) 
highlighted the importance of deriving theory from practice by documenting, 
analysing, interpreting and codifying the practice. Schon (1987) considered that there 
is also a knowledge pertaining to spontaneous actions and judgements that we are 
often unaware of having learned, using the term 'knowing in action'. He stated that 
professional knowledge can occur through reflection in action or practice and 
proposed that the entire reflection in action process is central to the process by which 
practitioners deal well with situations of uncertainty, instability and value conflict. 
Schon (1983) had developed the notion of reflection in relation to two key concepts: 
reflection in action and reflection on action, with the latter taking place after the 
experience. 
Various studies have examined situating theory in relation to practice. Hislop et al 
(1996) reported that their research reinforced the view that effective learning 
requires practical implementation of theory, and that the theory and practice should 
be closely related in time. This was in line with the findings of Wilson- Barnett et al 
(1995). Cook (1991) opined that practice was underpinned by an alternative 
theoretical perspective to that of declarative theory, aimed at preserving the existing 
order of practice and meeting the needs of the institution. Fulbrook (2003) proposed 
a theory of pragmatic epistemology that places value on knowledge according to its 
ability to inform clinical practice. Rolfe (1993) suggested that new knowledge does 
not necessarily result in changes to practice, espousing a theory of nursing praxis in 
which theory and practice come together through reflection. Dyson (1997), however, 
proposed that a gain in knowledge and a positive attitude should impact on practice 
in some measure. Spouse (2003) considered that there is still very little knowledge 
about how nurses learn and it is therefore difficult to teach students in clinical 
practice. She also stated that an area for further research effort was exploration of the 
different methods of the knowledge development and acquisition of students, and 
how this may be best supported (Spouse 2003). Finally, as Bums and Glen (2000) 
declared, nursing is a practice based profession, so any knowledge gained must 
ultimately help the nurse engage in and enhance their practice. 
The literature review indicated that a great deal of research has been carried out into 
the functions of sleep and the effects of sleep deprivation. While there is no 
conclusive evidence as to the function of sleep, there is general agreement on the 
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restorative properties of sleep, particularly with regard to hospital patients. The 
literature also highlighted many research studies that have indicated the multiplicity 
of factors that can be disruptive to patients' sleep. The role of the nurse has been 
studied and it was asserted that the nurse is key to the promotion of sleep in hospital. 
It was evident that a common recommendation is further exploration of sleep 
promotion in nursing practice, particularly with regard to nursing attitudes and 
educational input. Many researchers have commented on the relatively little progress 
achieved over the last 30 years, despite the fact that sleep disruption has consistently 
been identified as a real problem for hospital patients. It therefore seemed clear that a 
study that examined the role of education in sleep promotion and the attitudes and 
knowledge of nurses regarding this aspect of care would be a relevant and 
worthwhile focus for research. 
Chapter 3 gives a detailed account of the methods of the research study. 
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CHAPTER 3 RESEARCH METHODS 
The literature review showed that nurses have an important part to play in the 
promotion of patients' sleep, highlighting that there is much that can be done to 
actively enhance sleep. It was evident that researchers were advocating a knowledge 
of sleep and its promotion to underpin nursing practice in this element of care, and 
the need to incorporate this into student and registered nurse education. The review 
also indicated that, while there has been research into aspects of sleep promotion 
practice, there is a lack of studies that have set out to investigate what nurses know 
or feel about sleep and its enhancement or how they are prepared for this role. 
A study that examined the role of nurse education and the attitudes and knowledge 
of nurses regarding sleep promotion therefore seemed to be a relevant and a 
worthwhile subject for research. It was hoped that the findings of the study would 
not only generate and contribute to knowledge but also ultimately benefit clinical 
care and educational provision. These underpinning values echoed the thinking of 
Robson (2002) who considered that while all enquiry is concerned with the 
production of knowledge, investigation in the real world also seeks to be useful in 
relation to policy and practice. 
This chapter is organised into the following sections: 
3.1 Research aims and questions; 
3.2 Research design, paradigms and methods; 
3.3 Conduct and rigour of the research; 
3.4 Underpinning principles of development of the research tools; 
3.5 Underpinning principles of the pilot work; 
3.6 Ethical considerations; 
3.7 Access; 
3.8 Underpinning principles of the interview process; 
3.9 Phase 1; base line data of educational input; 
3.10 Phase 2; student nurses' experiences, knowledge and attitudes; 
3.11 Phase 3; registered nurses' experiences, knowledge and attitudes; 
3.12 Phase 4; development in the students' experiences over time; 
3.13. Limitations of the study. 
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3.1 Research aims and questions 
The aims of the study were: 
1. To ascertain the educational input on sleep in student and registered nurse 
education programmes; 
2. To explore and describe the educational experiences, knowledge and attitudes of 
student and registered nurses regarding sleep and its promotion. 
The specific research questions, developed to meet the aims of the study, were as 
follows. 
1. What was the current input regarding sleep and its promotion in; 
1.1 pre-registration nursing programmes in Scotland and England? 
1.2 post-registration nursing programmes in Scotland and England? 
2. What were the educational experiences of student and registered nurses with 
regard to sleep and sleep promotion? 
3. What knowledge did the student and registered nurses possess regarding sleep and 
its promotion? 
4. What were the attitudes of student and registered nurses regarding sleep and its 
promotion? 
5. After a period of registered practice and in relation to sleep and its promotion: 
5.1 what were the students' reflections on their educational experiences? 
5.2 what were their attitudes? 
5.3 what was their knowledge base? 
When developing the aims and research questions, it was important to ensure that 
their construction was carefully considered. The research questions are seen to be the 
core of the study, providing a focus and framework for the researcher and forming 
the basis for deciding which methods would be best suited to answering the questions 
(Anderson 1998, Cormack and Benton 1991, Fetterman 1998, Getliffe 1998, Mateo 
and Newton 1999, Roe and Webb 1998, Sim and Wright 2000, Thompson 1998). 
The commonly held characteristics of good research questions underpinned the 
development of the questions for the current study. They were designed to be 
relevant, focussed and simple, provide a clear articulation of the research problem, 
lend direction to the study and be answerable within the resources available to the 
researcher (Brink and Wood 1994, Lewis 2003, 0' Leary 2004, Robson 2002, Verma 
and Mallick 1999). 
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3.2 Research design, paradigms and methods 
The research aims and questions were descriptive and exploratory, in line with the 
level of study indicated as most appropriate by the literature review. The purpose of 
descriptive research is to provide an accurate account of aspects of a particular 
situation or person(s) through observation, counting and documentation, with no 
manipulation of variables (Bowling 2002, Bums and Grove 2003, Polit and Hungler 
1999, Sim and Wright 2000, Verma and Mallick 1999). Many authors agree that 
description is appropriate in studying areas about which there has been little or no 
research and consequently there is little known about the phenomena in question 
(Beck 1999, Brink and Wood 1994, Carter 1991, Dempsey and Dempsey 2000, 
Parahoo 1997, Polit and Hungler 1999). It is also considered that descriptive research 
can be of great importance for both the understanding and the accumulation of 
know ledge of the topic area and for providing the underpinning for further studies 
(Anderson 1998, Bums and Grove 2003, Carter 1991, Getliffe 1998, Polit and 
Hungler 1999). Exploratory research is classified by some as being a type of 
quantitative research (Talbot 1995), while others consider it to be a generally 
qualitative approach (Ritchie and Lewis 2003, Sim and Wright 2000). Polit et al 
(2001) stated that exploratory research could utilise both or either qualitative or 
quantitative approaches but noted that qualitative methods are of particular use in 
exploration of a topic. Most authors are in agreement that exploratory research, in 
common with descriptive research, is undertaken when the literature review reveals a 
paucity of theoretical or factual knowledge about a study area. It is also generally 
held that the purpose of exploratory research requires an in-depth exploration of a 
topic in order to identify related factors, increase insights and to formulate 
hypotheses for further study (Brink and Wood 1994, Carter 1991, Miller and 
Crabtree 1999, Morse and Field 1996, Polit and Hungler,1999, Sim and Wright 
2000). The research design was developed to answer the research questions, centred 
round a mixed method approach that combined elements of both quantitative and 
qualitative research. 
Quantitative research is most closely associated with the positivist tradition. The 
positivist scientific approach concerns a general set of orderly disciplined procedures 
used to elicit information in an objective and rigorous manner. A central tenet of the 
positivist paradigm is that there is a single objective reality that can be studied and 
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known; an assumption based on the concept of the order and regularity of nature 
(Getliffe 1998, Hammersley and Atkinson 1995, Polit and Hungler 1999, Sim and 
Wright 2000). In contrast, the naturalistic, or phenomenologic, paradigm centres on 
reality as a subjective and non-fixed entity; the world as experienced by individuals 
is the real world. The researcher interacts with those being researched, assuming that 
knowledge is maximised when the distance between the two is minimised. 
Qualitative research is most closely allied with the naturalistic paradigm, with 
researchers emphasising the uniqueness and individuality of human experience, the 
ability of people to shape their experiences and the idea that truth is a composite of 
realities (Hammersley 1998, Hammersley and Atkinson 1995, Polit and Hungler 
1999, Sim and Wright 2000). 
As part of the current study was concerned with explicating aspects that were largely 
factually based, in particular the educational input and knowledge components, a 
quantitative focus was seen as being appropriate. The attraction of using a 
quantitative approach lay in gaining data on the areas under study that could be 
collected and reported objectively, using a larger sample than is possible with purely 
qualitative studies. It was also intended that the findings from the quantitative data 
would be used to inform and guide the qualitative aspects of the study, as espoused 
by Verma and Mallick (1999). For the quantitative element, a survey design was 
chosen, in line with the descriptive focus of the research. The main purpose of a 
survey design is to obtain information from a specific population in order to 
document and describe the variables of interest (Getliffe 1998, Polit and Hungler 
1999, Sim and Wright 2000). Verma and Mallick (1999) considered that surveys are 
one of the most commonly used methods of descriptive research in education and 
other social sciences. Surveys obtain information from a sample through self-
reporting, with participants responding to questions pre-set by the researcher. The 
most commonly used method to achieve this is by questionnaire. The strengths of 
this method include helping to mitigate against interviewer bias, uniformity of 
delivery and saving of the researcher's and respondents' time (Mulhall 1998, 
Parahoo 1997). However, there are widely recognised limitations to questionnaires 
including reliance on accurate self reporting, the relative superficiality of the 
information gained, potential bias through the respondents' desire to give socially 
acceptable answers and the extent to which respondents are able and willing to 
answer the questions (Mulhal11998, Parahoo 1997, Polit and Hungler 1999). Verma 
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and Mallick (1999) considered that, due to the limitations of quantitative designs, 
educational research should often incorporate a qualitative element, commonly of an 
ethnographic sort. 
It was therefore considered that the research would be strengthened by also using an 
approach that would result in data suitable for qualitative analysis. Some authors 
consider that these days a number of researchers often do not declare adherence to a 
specific qualitative paradigm, merely stating that the research is qualitative in nature 
(Polit and Hungler 1999). Roe and Webb (1998) opined that nursing research is now 
demonstrating maturity in using methods indicated by the research questions as 
opposed to a fixed philosophical stance. The current study was not developed rigidly 
in line with a qualitative research paradigm, but was informed by elements of 
ethnography. 
Ethnography is the art and science of describing a group or culture. It involves 
exploration of the group in a bid to understand, discover, describe and interpret a 
way of life from the point of view of its participants. Ethnography is based on a 
phenomenologically orientated paradigm that embraces a multi-cultural perspective 
and acknowledges that there are mUltiple realities (Brewer 2000, Fetterman 1998, 
O'Leary 2004, Sim and Wright 2000). Fetterman (1998) stated that as people act on 
their individual perceptions and that those actions have real consequences, the 
subjective reality of each individual is no less real than a reality that has been 
objectively measured. Ethnography is built on the belief that an individual processes 
the world with reference to cultural experience, both in constructs as well as 
constraints and explores methods, rules, roles and expectations that structure any 
particular situation (Fetterman 1998,0' Leary 2004).0' Leary (2004) considered 
that the strengths of ethnography include offering a way to explore the working 
nature and norms of a culture, leading to dialogue with existing theory as well as 
insights, which in tum can generate new theory. It also offers an approach for 
generating understandings from the perspectives of the researched (0' Leary 2004). 
Traditionally, ethnography, as it evolved from anthropology, involves the researcher 
participating in extensive fieldwork or observation of the group in question. 
However, Fetterman (1998) noted that in many applied settings long term continuous 
fieldwork is neither desirable nor possible and that often it is feasible only to apply 
ethnographic techniques to the area of study rather than undertake a full blown 
ethnographic study. Wolcott (1999) opined that some ethnographically based studies 
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rely almost exclusively on interviews, especially where participant observation is not 
a feasible option. In the context of the current study, it was felt that extensive 
fieldwork using observational techniques would not be practical or feasible. The 
applied principles of ethnography lay in the exploration and description of the shared 
attitudes, knowledge and educational experiences regarding sleep and its promotion 
of two defined groups, student and registered nurses, with the intention of 
determining the implications for nurse education and practice. This approach seemed 
to be most closely aligned to that which Brewer (2000) and Fetterman (1998) termed 
practical, or advocated, ethnography. Fetterman (1998) stated that advocate 
ethnographers are concerned with allowing participants to define their reality, to 
consider what the participants see as the ideal solution to their problems and to take 
an active role in bringing about change, by acting as an advocate for the participants. 
The decision to use semi - structured interviews as the method for the qualitative 
element, as opposed to unstructured or informal interviews, was underpinned by the 
focus lent to the study by the research questions. Fetterman (1998) stated that semi-
structured interviews would generally serve comparative and representative 
purposes, by comparing responses and putting them in the context of common group 
beliefs or themes. The use of interviews was therefore considered to be the optimum 
method of capturing and explicating the experiences of participants with reference to 
the areas under study. A further method used, and seen to be of value in the study, 
was that of field notes as advocated by Anderson (1998) and Fetterman (1998). 
These provided contextual background information on such things as off-tape 
conversations, the general demeanour of the participants, the data collection process 
and the personal reflections of the author, although they were not used in the formal 
analysis of the data. 
As the current study incorporated both quantitative and qualitative methods of data 
collection and analysis, this can be classified as mixed method research. This 
technique is commonly referred to as a form of triangulation. It is considered that 
many research projects successfully feature a design consisting of both quantitative 
and qualitative approaches (Carter 1991, Cormack 1991, Polit and Hungler 1999, 
Scott 1996). Verma and Mallick (1999) stated that both approaches make an 
important contribution to educational research, with many studies using triangulation 
of methods. In particular, they considered that the use of questionnaire surveys and 
interviews could be used in a complementary fashion, with the interview exploring in 
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greater depth aspects uncovered in the quantitative data (Verma and Mallick 1999). 
However, Bryman (1992) and Walker (1999), while acknowledging that a 
combination of methods across the traditions is sometimes employed and supported, 
considered that there is disagreement on the logic of using methods stemming from 
two fundamentally incompatible epistemological stances. Bryman (2001), when 
reflecting on the use of triangulation, however, considered that it had become much 
more common in the previous decade, not least because there is a willingness to 
consider research methods as techniques of data collection or analysis that are not 
wholly entrenched in ontological or epistemological traditions. Many authors state 
that there is an increasing recognition that combining the two main research 
traditions has considerable benefits, rather than researchers aligning themselves with 
one or the other of the two research paradigms (Bowling 2002, Mertens 1998, Morse 
and Field 1996, Robson 2002, Thompson 1998, Verma and Mallick 1999). The 
mixing of methods is an area of increasing focus within the literature with most 
authors agreeing that this approach has merits, although it can pose difficulties for 
the researcher on an epistemological basis. It was felt that the research questions 
within the current study would be best addressed using both qualitative and 
quantitative approaches to data collection and analysis in order to gain a more 
complete view of the areas under study. This viewpoint echoes that of Snape and 
Spencer (2003) who declared that they align themselves with other pragmatists in 
their belief in choosing the most appropriate research methods to answer specific 
research questions, rather than adhering rigidly to an epistemological position. 
It was felt that the current study would also benefit from further exploration of the 
student nurses' knowledge, attitudes and educational experiences after a period of 
registered practice. This longitudinal feature allowed an exploration of these aspects 
at two distinct points: 
• in the last 6 months of the students' educational programme when their input on 
sleep would have been complete; 
• a point between six months and one year into their new role as registered nurses, 
when time for reflection on their educational input and practice regarding sleep 
promotion would have occurred. 
This was in line with the thinking ofParahoo (1997), who considered that 
longitudinal studies are appropriate where certain phenomena, including attitudes 
and perceptions, may change over a period of time. Lewis (2003) stated that 
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longitudinal studies have only recently come to the fore in qualitative studies and can 
be useful in exploring the broader context within which change takes place. One 
problematic aspect of longitudinal studies is the potential attrition rate (Verma and 
Mallick 1999). This aspect had to be taken into account when recruiting for the first 
round of interviews with regard to information given to the participants and the size 
of the sample. Another consideration in this respect was the potential influence of the 
research on the subsequent behaviour and views of the participants. This reactive 
feature, known as the Hawthorne effect, is a recognised factor in research, with 
participants becoming more interested in the areas of study and possibly changing 
their attitudes and behaviours to convey a good impression (Bowling 2002). This 
aspect was borne in mind when analysing and presenting the findings and is 
discussed in relation to these. 
The research design and methods were also informed by consideration of the specific 
theoretical underpinning of the study. A basic tenet of research is that the choice of 
method should be guided by the nature of the area under investigation and by what is 
already known about the phenomenon (Anderson 1998, Brink and Wood 1994, 
Morse and Field 1996). As stated before, little in the way of research had been 
carried out regarding the knowledge, attitudes and education experiences of nurses 
related to promotion of hospital patients' sleep. The theoretical framework on sleep, 
and to a lesser extent, sleep promotion, is well researched and being developed 
contemporaneously. This theory base therefore provided an underpinning for the part 
of the current study concerned with the knowledge of the participants, in that it was 
possible to explore this aspect in relation to an accepted theoretical framework. 
Similarly, although the attitudes of nurses regarding sleep promotion have not been 
studied in any great depth, there have been many studies investigating the attitudes of 
individuals to a range of topics. Consequently, there is a widely accepted and 
established theoretical framework on attitude measurement. It was also intended that 
Ajzen's (1988) theory of planned behaviour, as outlined in Chapter 2, would be used 
in discussing the findings of the attitudinal data. The educational experiences of 
nurses regarding sleep promotion also had few available studies undertaken to date, 
but research regarding education is a well established area and one which could be 
drawn on for the current study. In particular, as was seen in Chapter 2, there are 
underpinning theories of learning and knowledge acquisition that could be used to 
inform the discussion of the findings. 
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The following sections detail the overarching principles and the phases of the 
research study. It was recognised from the outset that a flexible approach would be 
necessary to take into account any limitations or opportunities that presented during 
the course of the current study. This approach is underpinned by the fact that 
research is a dynamic process. Oppenheim (1992) considered that as research 
progresses, the aims and design of the programme can undergo a series of subtle 
alterations as a result of clarification of issues and thinking. Similarly, 0' Leary 
(2004) stated that research should be not done to recipes, but should be fluid and 
flexible, with strategies developed to answer the research questions. 
The research strategies underwent several refinements as the study progressed, some 
subtle in the light of clarification of thinking and some more radical in response to a 
variety of factors, such as pilot study findings and pragmatic issues including access 
and ethical approval considerations. 
Phases which directed the work 
The research study was organised into four distinct phases to aid clarity and order to 
the management and reporting. The phases, shown diagrammatically in Figure 3.2.1, 
were: 
• Phase 1 Base line data of educational input on sleep promotion in HEIs; 
• Phase 2 Student nurses' experiences, knowledge and attitudes; 
• Phase 3 Registered nurses' experiences, knowledge and attitudes; 
• Phase 4 Developments in students' experiences over time. 
The research will be discussed in relation to each of these phases. However, as there 
were common elements in relation to rigour, the design of the research tools, access, 
and ethical issues, these will be considered first and expanded on in relation to the 
specific phases where appropriate. 
3.3 Conduct and rigour of the research 
The study was designed and conducted to assure the quality of the data, 
incorporating the principles of validity and reliability (0' Leary 2004, Polit and 
Hungler 1999, Sim and Wright, 2000). The steps and approaches taken to address 
these aspects are discussed in relation to the specific considerations for the 
quantitative and qualitative elements. 
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Figure 3.2.1 Research phases 
PHASE 1 
Base line data of pre- and post -
registration educational input on sleep 
promotion in HEIs (n=61) in Scotland 
and England. 
Method: postal questionnaire 
PHASE 2 
Student nurses' experiences, 
knowledge and attitudes 
Methods: 
Questionnaires (n=120); 
Interviews (n=26). 
PHASE 4 
Developments in students' 
experiences over time 
Method: 
Interviews (n= 16) 
Quantitative elements 
PHASE 3 
Registered nurses' experiences, 
knowledge and attitudes 
Methods: 
Questionnaires (n=98), 
Interviews (n=15). 
Validity is seen as being key to effective research (Cohen et a12000) and broadly 
concerns the research data representing what they purport to represent and the 
conclusions being held to be truthful, accurate and meaningful (0' Leary 20004, Sim 
and Wright 2000). There are many different types of validity. The ones pertinent to 
the current study included face, content and external validity. 
Face validity concerned the extent to which the data appeared to be valid, especially 
to the participants. Inherent in this was the credibility of the process of data 
collection to ensure that the participants were motivated to provide complete 
responses to the questionnaire. This was achieved by ensuring that the participants 
were aware of the purpose and the content of the questionnaires. In Phase 1, a 
covering letter for the RBIs (Appendix A), alongside relevant information on the 
front page of the questionnaire, was used for this purpose. In Phases 2 and 3, full 
information was provided to the participants on the study through a presentation by 
the author using prompt sheets (Appendix B). The author was also present in person 
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during the questionnaire completion to answer any queries. In regard to content 
validity, the questionnaires developed were required to demonstrate comprehensive 
coverage of the domain under study. The Phase 1 questionnaires were designed to 
address the research questions on the educational input on sleep and its promotion 
and covered relevant curriculum aspects. The Phase 2 and 3 questionnaires regarding 
the knowledge and attitudes of the participants substantially addressed three main 
foci of attitudes to sleep, alongside knowledge components identified from the 
literature. The data deriving from the questionnaires can therefore be seen to closely 
relate to the area of exploration. The principle of external validity is addressed in the 
section on the limitations of the study. 
Reliability refers to the consistency and replicability of the data, in that the same 
results would be produced when gathered by different researchers, or over time by 
the same researcher (Cohen et al 2000, Sim and Wright 2000). As Polit and Hungler 
(1999) stated, reliability of an instrument is essentially the degree of consistency with 
which it measures the attributes it purports to be measuring. Pilot work was 
undertaken for each phase in order to ensure that the questionnaires would produce 
reliable data. The process of the questionnaire completion was also constant in that 
the author completed all of the administration and data collection personally. 
Qualitative elements 
The concept of validity as applied to qualitative data, is more accurately considered 
as the authenticity, trustworthiness or credibility of the research (Cohen et a12000, 
0' Leary 2004, Polit and Hungler 1999, Sim and Wright 2000). This pertains to the 
process of rigour and reflexive practice assuring that the conclusions are justified, 
credible and trustworthy. Fetterman (1998) noted that no one can be completely sure 
about the validity of the findings of any qualitative research study, but that it was 
necessary for the researcher to gather sufficient and accurate data to make a 
convincing case. The rigour of the qualitative element was underpinned by the fact 
that the author undertook all of the interview data collection, processing and analysis 
personally, apart from the transcription of a small number of interviews (n=6) due to 
time constraints. However, for each of the latter transcripts, the author undertook 
more readings of these to ensure equal familiarity with that of the personally 
transcribed interview tapes. The analysis process and conclusion drawing have been 
articulated within the study, alongside provision of the data sets on a compact disc. 
Extensive and representative use was made of the 'voices' of the participants through 
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verbatim quotes in text. The process of respondent validation was undertaken for the 
results of the first set of interviews. As this was not feasible with the subsequent 
interviews, the conclusions of these were made available to research experts known 
to the author. Polit and Hungler (1999) also consider that space triangulation, 
involving collecting data on the same phenomena in multiple sites, as in the current 
study, serves to improve the credibility of qualitative findings. 
There is an acceptance that reliability in qualitative studies, in its true sense, may not 
be possible. The related concept of auditability, or confirmability, of the research is 
seen as being more appropriate (0' Leary 2004, Polit and Hungler 1999, Sim and 
Wright 2000). It was thus important to ensure that the methods used were systematic 
and well documented. A full explication of the research process is therefore given in 
order that the current study can be fully evaluated and audited by others. Another 
concept important in relation to the qualitative element was that of neutrality and 
subjectivity with transparency (0' Leary 2004, Sim and Wright 2000). While 
objectivity is possible in quantitative research, the very nature of the researcher's 
interaction with the participants in qualitative data collection renders a dispassionate 
approach improbable. Fetterman (1998) noted that any researcher inevitably has 
biases and some preconceived ideas of how the subjects of the research will feel, 
think and behave. On a positive note, biases, when controlled, can focus and limit the 
research effort. However, if uncontrolled, biases may undermine the quality of the 
research. What is necessary, therefore, is the reflection of the researcher on 
subjective influences (O'Leary 2004, Sim and Wright 2000). Every attempt was 
made to identify and disclose potential subjectivities in an effort to mitigate any 
effects of bias and ensure transparency. The author had previous, but not current, 
experience of both sleep promotion practice and of teaching the subject at pre- and 
post-registration levels. The research was conceived due to the fact that the author 
was interested in finding out what was actually happening in regard to the areas 
under study. The author had no expectations about what the results might be, apart 
perhaps from a hope that there had been an improvement in sleep promotion practice 
and education in response to the growing literature on the subject. However, it was 
also recognised throughout that the author's belief and interest in the importance of 
sleep promotion was likely to be evident to participants and might well have played a 
key part in securing volunteers for the study. The need to be aware of, and limit, the 
potential effects of these pre-conceived beliefs on the data collection and analysis 
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was therefore recognised throughout the research. The author did not consider that 
this required undertaking the method of bracketing commonly used in 
phenomenology. Rather, what Measor (1985) termed critical alertness was adopted, 
with a diary section of the field notes recording the author's thoughts and feelings 
throughout the course of the research. It was also important to ensure that the 
analysis and interpretation of the data was approached with rigour and transparency, 
as noted previously. 
3.4 Underpinning principles of development of the research tools 
As will be discussed in relation to each phase, the research tools developed and used 
within the study were questionnaires and semi-structured interviews. These tools had 
to be fit for the purpose of answering the research questions and achievable in terms 
of organisation, access, time scale, and budget. In relation to the questionnaires, one 
critical standard for the development of the questions was that the answers produced 
should result in meaningful information, which addressed that which is trying to be 
described and to motivate the respondents to provide the answers to the questions 
(Fowler 1995). Key factors in the questionnaire design were therefore those of 
developing clear instructions and unambiguous questions that were consistently 
understood. The format, appearance and presentation of the questionnaires also 
merited attention. As Anderson (1998) and Velma and Mallick (1999) noted, a 
questionnaire that is attractive, well laid out, logically sequenced and easy to use can 
generally be taken more seriously than one which is ill constructed, untidy and 
complex. The questionnaires in the study were therefore tested through pilot studies 
to ensure they were valid, consistent and reliable, and user friendly (Anderson 1998, 
0' Leary 2004, Sim and Wright 2000). 
The construction of the interview guides was based on the need to answer the 
research questions and on Spradley's (1979) guidelines for ethnographic interviews. 
The questions were generally of descriptive and contrast types. The descriptive 
questions facilitated the participants to demonstrate how they organised their 
personal knowledge and experiences. The contrast questions were designed to allow 
the participants to generate explanations of how their personal knowledge, views and 
experiences varied. The interview guide, however, was not intended to be followed 
rigidly. It was important that the interviews were reflexive, in that a flexible 
approach was necessary to allow the discussions to flow naturally and freely, in line 
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with the thinking of Hammersley and Atkinson (1995). The questions were generally 
open-ended to facilitate flow and minimise the influence of the interviewer (Sim and 
Wright 2000). However, it was recognised that it might be necessary to use closed 
questions in order, for example, to check understanding of what participants said or 
meant. It was decided that the interviews would be tape-recorded. Anderson (1998) 
stated a preference for using written notes rather than the more intrusive and lengthy 
process of tape-recording and dealing with the full accounts of the interviews. 
However, as the current study intended to make extensive use of the participants' 
voices through verbatim quotes, the tape-recording and transcribing of the interviews 
were essential. 
3.5 Underpinning principles of the pilot work 
The overall aim of the pilot work was to pre-test the research tools for validity and 
reliability, and to consider the practical aspects of data collection. One important 
factor was to ensure that the subjects in the pilot studies had the same characteristics 
as the samples in the main study (Po lit and Hungler 1999). In respect of the 
questionnaires, the pilot studies were used to identify any ambiguities in the 
instructions, to clarify the wording of questions and to identify any omissions. The 
latter aspect was also important in respect to the pilot work for the interview guides, 
alongside assessing the flow and the length of the interviews. 
The data from all pilot questionnaires were tabulated and analysed and the 
opportunity was taken to tryout various formats and scoring systems in preparation 
for the main study. Similarly, the pilot interviews for Phases 2 and 3 were fully 
transcribed and analysed. In line with the thinking of Polit and Hungler (1999), the 
participants in the pilot studies were also given the opportunity to express their 
reactions to the tools and the study in general. This was achieved in the pilot 
questionnaires through a section at the end that requested specific comments on the 
layout of the questionnaire, the actual time taken for completion and general 
comments on any aspect of sleep promotion. Verbal feedback was also gained from 
all of the pilot participants where possible. 
Some of the practical aspects worked through included: the sending out of the postal 
survey (e.g. postage weight of the return envelopes to ensure the correct value of 
stamps were attached); the time taken for the student and registered nurse interviews 
and the testing of the recording equipment. Overall, the pilot studies proved 
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invaluable in improving the research tools and data collection processes and resulted 
in several refinements, as detailed in respect to each phase. 
3.6 Ethical considerations 
There are commonly agreed ethical principles for researchers to follow and these are 
embodied in the generally held codes for conducting research (Cohen et a12000, 
Marks-Maran 1994, Polit and Hungler 1999, Sim and Wright 2000). The current 
study was conducted taking into account these principles, from the planning stage 
through to the reporting of the research and the processes are discussed below in 
relation to specific ethical principles. 
• Beneficence. This principle concerns the benefit, actual or potential, that the 
research could have for the participants and the wider population in general. The 
first consideration was the fundamental justification of the research topic. This 
process required that the potential benefits were weighed against the ethical 
ramifications and potential risks of the study to ensure that the former balanced the 
latter. The projected benefits of the study were identified as the development of 
recommendations for education and practice on the aspects of sleep promotion 
under study. While the research findings might have been of no direct benefit to the 
participants initially, it was felt that the disseminated recommendations could 
benefit them, and other nurses, in their future practice. Ultimately, it was hoped that 
patient care would be enhanced. The research was therefore seen as being 
justifiable. 
• Non-malificence. This involved upholding any participant's right not to be harmed, 
either physically or psychologically. All participants were volunteers and therefore 
willing to be involved in the study. It was therefore considered unlikely, if all 
ethical considerations were adhered to, that any harm would be caused to the 
participants. In line with the thinking of Bowling (2002) and Polit and Hungler 
(1999), debriefing periods were built into both the recruitment and data collection 
processes to facilitate any questions or clarification that the participants might have 
about their involvement or the research itself. Most queries during the recruitment 
process tended to centre round the time commitment involved, while the interview 
participants often asked about the dissemination of the findings. Full contact details 
of the author were provided for all interview participants in case of further queries. 
The requirement not to breach confidentiality or anonymity within the study was 
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• 
ensured by the use of identity codes for the HEIs and the participants, the secure 
storage of data and anonymity in the writing up of the study. 
Respect for autonomy. The participants' right of self-determination (i.e. to take part 
or to withdraw at any time without explanation) was upheld throughout the study. 
In recruiting volunteers, the author addressed the groups personally, thus ensuring 
that no coercion, perceived or real, could be brought to bear by their programme 
leaders. The notion of veracity and the need not to deceive or exploit prospective 
participants required the author to answer all questions about the study honestly, 
even if this resulted in participants deciding not to take part in the study, which 
many did, or withdrawing during the course of the study. The right of withdrawal 
from the study was re-emphasised to all interview participants, both verbally and in 
a written information sheet (Appendix C). It was also important to ensure that 
participants were assured of the author's respect for their anonymity, confidentiality 
and privacy. To this end, the front page of the student and registered nurse 
questionnaires and the information sheet for the interviewees were designed to 
emphasise the fact that participation was voluntary and that the anonymity of the 
participant and the HEI was assured. The questionnaire information also included 
the assurance that the questions did not form part of an exam and that all answers 
were confidential. 
• Respect for persons. This principle incorporated the participants' right to full 
disclosure. In order to ensure that those who consented did so in an informed 
manner, the aforementioned standard prompt sheet (Appendix B) was used for 
giving full information about the study and recruiting volunteers. The questionnaire 
participants were asked to sign the bottom of the front page to indicate that they had 
given their permission to participate in the study. The interview participants' 
information sheet (Appendix C) included a consent form that asked the participants 
to sign to indicate that they had read and understood the information and, as 
Bowling (2002) considered to be a key point, that they therefore freely and 
voluntarily participated in the study. It was also made clear that the process 
included a follow-up interview for the student participants. An important part of the 
preparation for the interviews was to ensure that the participants had enough time to 
read the information sheet and to ask any questions. Four of the volunteers 
interviewed by phone had not received an information sheet on the occasion of the 
questionnaire completion. The contents of the sheet were therefore read over the 
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phone by the author and then sent to the participants to keep for reference, along 
with the consent form for signing and return. The notion of fidelity was also upheld. 
This concerns the trust built between the researcher and the participants. The author 
was aware of the responsibility for safeguarding the participants throughout the 
study, especially with regard to their dignity and self-respect. 
• Justice. This required fairness and adherence to the notion that the needs of 
individuals must come before any aspect of the research process. It also included 
the need to consider the power relationship between the researcher and the 
individual. Measures used to mitigate against this included placing emphasis on the 
author's position as a part time PhD student in the introductory talk and the small, 
but practical, decision taken to 'dress down' in casual clothes that would be 
equitable with the dress of the participants. Mason (2002), when writing about the 
ethical considerations of interviewing, also included the need to consider what was 
to be asked, how it was to be asked and the power relations of the interview 
interaction. The type and nature of the questions were scrutinised to ensure that they 
would be unlikely to cause the participant distress, anxiety or annoyance. Other 
factors taken into account were the preparation of the interview settings to minimise 
physical barriers between the interviewer and interviewee, ensuring the privacy of 
the interview room, asking the participants if they were comfortable and giving the 
opportunity to ask further questions prior to interviewing. For the pilot work 
underpinning Phases 2 and 3, and for part of the main study, various cohorts of pre-
and post-registration students were accessed in the author's own School. The 
author's position as a senior member of the academic staff had implications, not 
only for recruiting volunteers, but also for approaching the academic staff for access 
to students. In line with the view of Robson (2002), the author was aware of the 
need to ensure that no one felt coerced to grant permission to access students and 
that no overt or covert penalties could be brought to bear for non- participation. The 
author sought co-operation from staff by explaining the parameters of the study and 
by emphasising her role as a student in this respect. Co-operation was freely given. 
The author had had no prior contact or teaching input for any of the cohorts 
accessed and was not involved in the assessment processes. 
Another major consideration regarding the ethical principles of the study was the 
emergence of the DoH research governance requirements (DoH 2003). This required 
that all research involving health care workers be cleared through research ethical 
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committees, either local research ethical committees (LRECs) or regional medical 
ethical approval committees (MRECs). The current study addressed this specific 
requirement. This will be discussed further in relation to each phase where relevant. 
Overall the study had many ethical considerations which had to be taken into 
account. All measures taken were effective in ensuring that due process had been 
given to the ethical obligations of the study. Examples of the letters requesting 
ethical approval can be found in Appendix D. The documentation of confirmation of 
ethical approval has not been included in the appendices, as this would breach the 
assurance given by the author to the HEIs of maintaining their anonymity and 
confidentiality. These are, however, provided under separate cover to the examiners 
and supervisors of this research, in order to verify that all necessary consent had been 
sought and received. 
3.7 Access 
Access for Phases 2 and 3 was initially negotiated through the most senior individual 
in the faculty or school who was provided with details of the study. This strategy was 
in line with the thinking of Lewis (2003), who considered that sensitivity to a 
hierarchical structure and gaining clearance from the senior individuals involved is 
one of the crucial aspects of the process of gaining access. This served the purpose of 
ensuring that the senior management were fully aware of the study and could target 
the most appropriate person to facilitate the research. Once managerial consent for 
access was received, and ethical approval subsequently obtained, key contacts were 
established in each HEI and access to suitable groups was organised for a mutually 
convenient time. The subsequent access for interviewing necessitated negotiating and 
booking suitable venues within the HEIs,. This was greatly facilitated by the contacts 
and communication was therefore key to gaining access. Negotiation for access to 
the participants themselves was also crucial. For Phase 3 and 4 telephone interviews, 
the participants were phoned to arrange a time and date that would be suitable for 
them. These initial phone calls were made on weekdays only (Monday - Thursday) 
and in the early evening as this was felt to be the least intrusive time to call. Every 
effort was made to meet the requests of the participants with the arranged times of 
the interviews ranging from early morning to late evening. 
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3.8 Underpinning principles of the interview process 
The interviews were either carried out on a face-to-face basis or by telephone 
depending on the practicalities involved in organising a suitable date, time and place. 
Anderson (1998) noted that interviewing by telephone is one of the most commonly 
used research techniques in educational studies, providing a fast and economical 
return of data from geographically dispersed individuals. Anderson (1998) 
considered that with good planning and techniques, there should be no major 
differences to the quality and validity of the data gained through telephone, as 
opposed to face-to-face, interviews. For both types of interviews, there were 
important preparatory and process considerations. 
For the face-to face interviews, the recording equipment was tested prior to each 
interview. The rooms were set up prior to the interviews with due reference to 
aspects such as seating, privacy and a quiet environment. For the telephone 
interviews, preparation included purchasing and testing a speaker - phone to ensure 
that the data recorded were of sufficient quality to prevent data being wasted. In 
conducting the face-to face interviews, standard techniques were employed such as 
initiating some general conversation prior to the interview and ensuring that 
appropriate eye contact and active listening were maintained throughout the 
interviews. These measures seemed to work well, as the participants appeared 
relaxed throughout the interviews. 
For the telephone interviews, in addition to the initial routine, the participants were 
also talked through how the speaker - phone worked, were assured that the phone call 
could not be overheard and reminded that the call was going to be taped. These 
interviews were challenging in respect of the lack of non-verbal interaction, however 
the overall quality of the interviews did not seem to be unduly affected. This might 
have been helped by the fact that the participants had met and spoken to the author 
on a face-to-face basis on the occasion of the questionnaire completion. This is in 
line with the thinking of Anderson (1998) who considered that the effectiveness of 
telephone interviews are greatly enhanced when there is pre-contact. 
The specific details of the research will now be discussed in relation to each phase. 
3.9 Phase 1. Base line data of educational input 
The aim of this phase was to establish the curriculum input on sleep and its promotion 
in HEls offering pre- and post-registration nursing programmes. This was considered an 
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appropriate starting point, as there was no available infonnation on this that could be 
found. There was therefore no clear picture of the coverage of sleep and its promotion 
within the educational programmes for student and registered nurses. It was thus 
important at the outset to contextualise the educational experiences of the participants. 
Method 
In order to build an understanding of the approach taken by HEIs to the inclusion of 
sleep within nursing programmes, it was seen as being appropriate to have a clear idea 
of how this aspect of knowledge and care was introduced and woven throughout the 
theoretical and practical elements of the curricula. As this infonnation was largely 
factual, rather than opinion, and dealt with standard curricula, the most suitable method 
was seen as being a postal survey of how the institutions addressed the content of sleep 
and its promotion within their curriculum. This resulted in the need to design and pilot 
a questionnaire for this purpose. 
Questionnaire design and piloting 
2 questionnaires were designed. One was developed to capture infonnation about the 
educational content, the mode and context of delivery regarding sleep and its promotion 
within the theoretical and practical components of the pre-registration programme, 
using a mix of open and closed questions (Appendix E). A matching questionnaire was 
designed to elicit infonnation about post-registration educational provision (Appendix 
F). Each was to be sent together to HEIs offering nurse education in Scotland and 
England. 
An initial questionnaire was piloted using HEIs in Wales (n=5) and Ireland (n=2) as 
these HEIs were excluded from the main study. The questionnaires were sent to the 
Head of School with a covering letter outlining the study, with a request to pass these 
on to the most suitable member(s) of the academic staff. Overall, in the first pilot, there 
seemed to be no major problems for the respondents (n=3) with regard to the wording, 
layout, time required or infonnation requested in the pre-registration questionnaires. 
The data were analysed by tabulating responses and producing descriptive statistics. 
However, the data gained did not fully meet the aims of this phase. This was due in part 
to the invitation to respondents to attach photocopies of pertinent documents, as it was 
originally thought that this would reduce the workload and encourage a response. In the 
event, it proved difficult to extrapolate infonnation in any meaningful way. Several 
changes were therefore undertaken to the pre-registration questionnaire, necessitating a 
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further pilot using Irish HEIs (n=2) and 1 previously non-responding Welsh HEI (n=1). 
This resulted in two minor alterations being made. 
The pilot studies for the post-registration questionnaire highlighted several problems 
not encountered with the pre-registration programme, mainly to do with the 
complexity of delivery of programmes for registered nurses and the capture of 
relevant data in a clear and meaningful format. Of the 5 Welsh HEIs targeted, 60% 
(n=3) responded and indicated that none of their post-registration programmes 
covered the topic at all. This pilot study was therefore limited because the academic 
respondents did not have to attempt any other questions apart from the first. It 
became evident that the initial aim of capturing the education content regarding sleep 
promotion in all post-registration provision was too ambitious. It was decided at this 
point to restrict the focus to two specialities in order to simplify and enhance the data 
collection. The areas of critical/acute care and care of the elderly were chosen as both 
were known to be specifically addressed in post-registration education and there was 
literature pertaining to the topic in these specialities. The further development of the 
post-registration questionnaire was informed by the final pre-registration 
questionnaire, with the questions being tailored to each speciality. The questionnaire 
was re-piloted in the author's own School using module leaders (n=3) from 
specialities other than those under study. The questionnaire analysis showed that 
while most ofthe questions were answered satisfactorily, there were some further 
refinements that would improve the questionnaire. A follow-up pilot was undertaken 
using more module leaders (n=3) in the author's School. This pilot showed that the 
final questionnaire was suitable for use. One respondent indicated that it would prove 
challenging to capture data if the HEI offered more than one module on the 
speciality. This was in line with the thinking of the author and it was acknowledged 
that a clear covering letter and instructions were required to facilitate the process. 
Some minor changes were therefore made in terms of clarifying instructions and it 
was decided to proceed to data collection. 
Sampling 
Population: all HEIs in England and Scotland offering nurse education (n=61). The 
sample was confined to a saturation of these two countries since this allowed the use 
of HEIs in Wales and Ireland for the pilot studies. The Phase 1 pre-registration 
sample was restricted to the P2000 curriculum. There was a new curriculum design 
being implemented nationally at the time of data collection, but the HEIs were then 
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at different stages of validation and delivery. Data collection on this new curriculum 
would therefore have proved difficult as even the pilot HEIs were not beyond the 
half way stage of the programme. The post-registration sample was restricted to HEIs 
offering education on critical lacute care and care of the elderly nursing. The list of 
HEIs was collated from information sent by the National Board for Nursing, 
Midwifery and Health Visiting for Scotland (NBS) and the English National Board 
for Nursing, Midwifery and Health Visiting (ENE). However, for the post-
registration data collection, both Boards had been replaced since the start of the study 
and the new organisations only stored limited information that would have excluded 
the bulk of provision offered. A web search of the HEIs was therefore undertaken by 
the author to compile a database on the two specialities, revealing a large range of 
provision from one day study events to whole degree programmes. A subsequent 
number of spot checks with some HEIs' recruitment departments showed that much 
of the information was out of date. These factors indicated that this process might 
prove to be a largely futile exercise. The author took the view that the likely returns 
and data generated could not be justified, pragmatically or ethically, in terms of the 
time commitment being asked of the senior management and respondents at each 
HEI. It was therefore reluctantly decided that this section would be removed from the 
study. 
Ethical considerations 
As this phase consisted of a postal survey, it was not considered necessary or 
practical to approach each HEI individually for ethical approval. However, certain 
features were built into this phase to indicate that the ethical underpinning was 
clearly thought through and key principles adhered to. The covering letter to the 
Head of School outlined the purpose and scope of the study and assured respondents 
of confidentiality and anonymity (Appendix A). Each questionnaire was identity 
coded for this purpose. The questionnaire itself repeated the information about 
confidentiality and anonymity for the respondents, as it was not certain that the 
covering letter would be passed onto them. Two of the HEIs requested that ethical 
approval was granted by their research committees before the questionnaire would be 
passed on for completion. One HEI did not respond to requests for further 
information, while the other required a formal application and subsequently granted 
ethical approval. 
56 
Access and data collection 
The pre-registration questionnaire and covering letter were sent to the most senior 
person of the faculty or school with the request that the form be passed to the most 
suitable member of staff for completion. The contact details were taken from the 
HEl's web site via the Internet, found using the University ofWolverhampton UK 
sensitive map for HEIs. Several sets of details proved hard to find but were 
eventually confirmed via telephone. Two HEIs requested that the form be sent to 
administrators who would then bring the request to the attention of the senior 
management. The questionnaires and covering letter were sent to all the identified 
educational institutions in Scotland and England (n= 61), with a request for return 
within 3 weeks. 
Response rate for Phase 1 questionnaires 
Only 16 questionnaires were initially returned within the three-week deadline, giving 
a return rate of 26%. A second letter was sent out (Appendix G) with the addition of 
a compliments slip and business card bearing the heading of the author's place of 
work to offer authentication of the provenance of the letter and form. This had not 
been done before and it was felt that it might be of benefit. A further 11 
questionnaires were subsequently returned, giving an overall return rate of 44%. A 
third attempt was considered but it seemed unlikely that this would produce any 
further returns and was therefore not undertaken. The response rate of 44% was felt 
to be acceptable although disappointing. Opinions on satisfactory response rates 
differ. Polit and Hungler (1999) stated that a response rate of about 60% was 
probably sufficient, but that lower response rates were common. Sim and Wright 
(2000) considered that 50% was barely acceptable, while Saunders et al (1997) stated 
that a rate of approximately 30% could be viewed as reasonable. Parahoo (1997) 
considered that it was difficult to define an acceptable response rate and that it was 
more important for researchers to address non-responses and the implications for the 
data. Reasons for non-return were difficult to gauge. It was possible that the 
questionnaires were mislaid in the transition from the addressee to the programme 
leader or were forgotten by the programme leader in the midst of workload. It may 
have been the case that those who did not respond did not cover sleep and its 
promotion in the curriculum and therefore felt either that they did not need or did not 
wish to return the questionnaire. It was also possible that the HEIs who did respond 
were more interested in the topic, had more accessible data on the subject and/or 
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were more committed to supporting educational research. It was, however, felt that 
the results could be taken as being generally representative of the pre-registration 
nursing programme as a whole as, given the range of a number of aspects of delivery, 
it would be unlikely that there would be widely differing results within the HEIs who 
had not responded to the questionnaire. The sample obtained from the HEIs was also 
felt to be generally representative when mapped geographically. It was considered 
therefore that due to the homogenous nature of the pre-registration programme that 
this response rate, while not ideal, would still produce findings that could be seen to 
be representative of the education provision on sleep and its promotion in Scotland 
and England at that time. 
Anal ysis of data 
The analysis of the data from the questionnaires was undertaken using Excel 
spreadsheets to produce descriptive statistics. The responses to all open questions 
required a coding system that simplified the data into a limited number of categories 
and enabled statistical representation of the responses. This was in line with the 
thinking of Robson (2002) who stated that such a system would facilitate the 
description and display of the data. The results of this phase showed that there was a 
wide variance in the educational input on sleep and its promotion within HEIs and 
the findings underpinned Phase 2 in the selection of the HEIs for the study. 
3.10 Phase 2. Student nurses' educational experiences, knowledge and attitudes 
The aim of this phase was to explore and describe the educational experiences, 
knowledge and attitudes of student nurses regarding sleep and its promotion. 
Method 
In order to explore what students knew, what they had experienced in terms of 
education preparation and how they felt about sleep and its promotion in hospitals, it 
was decided that two distinct approaches, one quantitative and one qualitative, were 
required to fully explicate these aspects, as discussed previously. The knowledge of 
students was factual and it was felt that a questionnaire addressing the areas of 
students' knowledge on sleep, sleep disruption and all aspects inherent in sleep 
promotion was an appropriate method using a large sample. This quantitative data 
would then be complemented by further qualitative data from interviews with a 
smaller group. The educational experiences of the students, on the other hand, were 
more likely to be multi-faceted and were seen to be best uncovered through 
58 
interviews in which the participants could be encouraged to articulate their views and 
personal experiences. It was felt that the exploration of the attitudes of the students 
was best achieved by using a combination of the research approaches; by including 
attitudinal items within the questionnaire which could be analysed to produce 
quantitative data and through interviews in which the students could be facilitated to 
describe their feelings and experiences regarding all aspects of sleep and its 
promotion in practice. These methods also seemed to offer the most practical and 
achievable options in terms of organisation, access, time scale, and budget. It was 
therefore necessary to develop and test a questionnaire and an interview guide. 
Questionnaire design and piloting 
A questionnaire was developed to address the students' knowledge of the sleep 
process, sleep deprivation and sleep promotion practice using a mix of open and 
closed questions. Several open format questions called for the students to list their 
responses, which is seen as an effective strategy to elicit views and experiences in an 
unbiased way (Anderson 1998). One question also the participants to list their 
answers in order of importance, thus allowing ranking of the responses. The views of 
the students were sought on their educational input via one statement using a Likert 
Scale. The front page asked for demographic details. 
A pilot pre-test was undertaken with student volunteers (n=10) and the analysis from 
the pilot work highlighted several points for consideration and minor amendments. 
Overall, the questionnaire design, layout and content were supported by the pilot 
studies. However it was felt that the questionnaire could be further strengthened 
through the addition of an attitude inventory using a Likert scale format. This scale is 
a widely used and popular means of attitude measurement (Oppenheim 1992, Po lit 
and Hungler 1999, Sim and Wright 2000). The structure of Likert scales is 
acknowledged to be well established and validated, with the researcher being 
required only to construct and test the content (Sim and Wright 2000). It was 
therefore relatively easy to produce and test and would indicate the attitudes of the 
participants to the variables in question: attitudes to sleep as a curative medium; 
attitudes to their own sleep practice and attitudes to the nurse's role as a sleep 
promoter. The development of the attitude statements was originally thought to be 
best achieved by searching the literature for similar studies and adapting these for use 
within the inventory. Only one sleep attitude scale was found. Halfens et al (1991) 
devised 19 statements within a Likert scale format. Of these, 9 related to nurses' 
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beliefs about sleep and its promotion while 10 items related to sleep medication. 
Duxbury (l994a and 1994b) had adapted this inventory, using a visual analogue 
scale, in her study on primary nursing and its effects upon nursing attitudes about 
night sedation. While it would have been acceptable, with the permission of the 
original research team, to use the same tool, it was felt that it was not totally fit for 
purpose as their focus was more concerned with attitudes to night sedation. It was 
therefore decided to construct the attitude statements by another method; that of 
using a group of students to generate statements for refining and cross-referencing to 
the literature. 
The attitude inventory was developed using a number of steps. A group of final year 
students in the author's place of work was accessed and ten volunteers were recruited 
to take part. The author explained that the remit of the exercise was to write down 
any statements regarding attitudes and feelings (either theirs or what they perceived 
to be the attitudes of others) about the nurse's role as a promoter of sleep in the 
hospital environment and sleep as a curative medium. The students were told that the 
wording of the statements did not matter and that each statement could be either 
positive or negative. A total of 54 attitude statements were extrapolated from the 
students' work. These were further refined and piloted with a further group of 
student volunteers (n=11). The completed statements were scrutinised for clarity of 
wording, including avoiding the use of double negatives. The decision was also taken 
to remove those statements dealing with specific nursing actions that would be 
covered elsewhere in the questionnaire. A final twenty statements were selected. Five 
statements pertained to the notion of sleep as a curative and beneficial medium and 
five to areas of the individual's own sleep promotion practice. The remaining ten 
statements covered various aspects of sleep promotion practice in hospital, including 
areas identified within the literature as challenging, such as ward routine and 
individualised patient care. The statements were sent to one research expert within 
the author's place of work as well as the author's two research supervisors. 
Comments from these experts regarding wording were incorporated into the 
questionnaire. The decision was also taken to reduce the Likert scale categories to 
four options, removing the middle option of 'neither agree nor disagree' and so 
ensure that a negative or positive response was given. At this stage it was felt that the 
Likert scale could be incorporated into the questionnaire and a further pilot study of 
the whole questionnaire was undertaken with a sample of further student volunteers 
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(n=I1). An item analysis was carried out on the attitudinal statements completed by 
the students to ascertain how the individual statement scores correlated to the 
summated scores. This process was completed using SPSS and Spearman's 
Correlation Co-efficient and undertaken out of interest, rather than to select the 'best 
fit' statements. Not all of the statements had strong relationships with the overall 
score, as expected, due to the fact that the scale was not intended to be homogenous, 
addressing as it did three main foci, as identified earlier. Also, as the sample size was 
small (n= 11), it did not justify removing these statements as they were designed to 
provide insights into the individual's attitudes to some of the competing demands in 
sleep promotion, such as the ward routine. It was felt that while the overall attitudinal 
scores would be of interest, it was the responses to the individual statements in 
particular that would be useful in providing insights into the diverse areas inherent in 
sleep promotion. Overall, the pilot work, along with positive verbal and written 
comments on the design and layout of the questionnaire, gave the author confidence 
in the research tool (Appendix H). 
Interview guide design and piloting 
An interview guide was developed. This covered the areas of the participants' 
learning experiences and understanding about sleep, their views about the role of the 
nurse in sleep promotion and how well they thought sleep needs were being met. The 
interview guide and process were piloted with 4 students and the tape recordings 
were transcribed personally. The pilot work indicated that the guide was appropriate, 
although two areas for strengthening were identified. It was initially thought that the 
underlying attitudes of the interviewees might have been apparent throughout the text 
of the interview, but this point was actively addressed by the addition of a question 
asking participants to articulate their feelings towards sleep and its promotion. A 
question on what the students thought that they might do once registered, and more 
likely to be able to influence sleep promotion practice was also added. Prompts had 
been used throughout the interviews. These had proved useful in obtaining more data 
and were therefore included in the final interview guide. Several changes were 
therefore made as a result of the pilot studies and the final version (Appendix 1) was 
seen as a suitable tool for guiding the semi - structured interviews. 
Sampling 
Population: the population under study was restricted to student nurses in the last 6 
months of an adult nursing programme. This excluded any students undertaking 
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mental health, learning disability or child health branches. It was felt that this focus 
would simplify the data collection, allowing exploration of sleep promotion 
specifically in adult patients in hospital. The fact that the students were near the end 
of their programme meant that they would likely have experienced all the planned 
educational input on sleep. 
Sample: 4 HEIs were selected for the study based on the following factors: 
• The HEIs had a range of input of sleep in the pre-registration curriculum, based 
on the information from Phase 1 ; 
• They were geographically distant from each other but the travel to each was 
manageable: one HEI was in the Midlands of England; two were in the North 
West of England and one in Scotland; 
• There were contact people in each HEI to facilitate access to students. 
It was felt that these factors were key in ensuring the success of the study and would 
also provide a wide enough range of HEls from which to offer some generalisation 
of findings.The target sample size chosen for the questionnaires was 25 student 
nurses undertaking adult branch in 4 HEIs (n=lOO). The choice of this target number 
was in part underpinned by the design of the data collection tool. It was felt that the 
questionnaire had to be administered by the author in person and completed at that 
time, due to the fact that the knowledge of the participants was being explored. This 
ensured that there was standardisation of the completion of the questionnaires and 
that the participants did not have recourse to any literature on the topic. These 
aspects were important as the questionnaire was the main instrument for collecting 
the data on the knowledge component of the study. This factor limited the numbers 
that could feasibly be included. As 4 HEIs were chosen to increase the 
generalisability of the study, it was considered that a target sample size of about 25 
students per HEI would be appropriate, manageable and achievable. This would give 
a target of 100 completed questionnaires for analysis. Dixon et al (1987) stated that 
the first basic rule about sample size was that about 30 individuals at least are 
required in order to provide a pool large enough for even the simplest kinds of 
analysis. Had the knowledge component not been included, a postal survey could 
have been conducted using a far larger sample that would have been more 
representative of the entire population under study. However, given the challenges 
encountered in obtaining volunteers, the response rate might well have proved 
problematic. The sample was purposive in respect of the features identified in the 
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target population and was also voluntary. Sim and Wright (2000) stated that studies 
including purposive samples might not include statistical generalisation as one of the 
purposes of research. The sample identified for this study was felt to fit in with the 
exploratory and descriptive focus. The voluntary nature of sample also necessitated 
consideration. This can be seen to increase the risk of sample bias, as the participants 
may not be representative of the whole group under study (Bums and Grove 2003, 
O'Leary 2004). This was recognised at the outset and is addressed in the section on 
limitations of the study. 
The initial target sample size for the pre-registration interviews was 6 students from 
each ofthe 4 HEls (n=24). Polit and Hungler (1999) stated that there are no firmly 
established criteria for the sample size in qualitative studies, considering that the 
sample size is largely dictated by factors such as the purpose of the inquiry. 
However, they did state that a sample size of 20 or above was likely in 
ethnographically based studies, although fewer numbers could be justified if data 
saturation was achieved. It was felt that this number would be an appropriate starting 
point to capture the experiences of an achievable sample from each HEL It was also 
felt that this sample size would be suitable for the follow-up interviews, although 
some degree of attrition was anticipated. 
Access and ethical considerations 
Management approval was obtained and formal ethical approval was granted by the 
ethical approval committee of each of the 4 HEls, coded V, X, Y and Z. Student 
groups were accessed in collaboration with the academic staff. This varied from 
being timetabled into sessions or accessing student prior to lunch or the end of their 
timetabled day. All questionnaires were identity pre-coded, using the letter prefix of 
the HEI, followed by a number from 1 onwards. 
Data collection 
The data was collected as detailed in Tables 3.10.1 and 3.10.2. Overall, 120 
questionnaires were filled in and returned at the time of the author's visit. A total of 
26 interviews were undertaken with students who had completed the questionnaire 
and also volunteered to be interviewed. The organisation and completion of the data 
collection for this phase proved challenging in some respects. It was more time 
consuming than anticipated because of the need to visit two of the HEls on more than 
one occasion, due to difficulties in achieving the target numbers and students not 
turning up for interviews at the arranged time. The timing of the presentation proved 
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to be key in recruiting volunteers, with the two groups free to go after the 
presentation producing relatively small numbers of volunteers. The smallest cohort 
accessed produced the best response, perhaps because of the time for questionnaire 
completion being built into the timetable. 
Table 3.10.1 Student questionnaire data collection details 
HEICode Cohort size Months pre- Completed Notes 
accessed qualifying questionnaires 
V 33 4 months 28 Questionnaire completion 
organised within a 
timetabled session 
X Questionnaires completed 
Trip 1 130 4 months 15 1 )within the lunch break 
Trip 2 100 approx. 5 months 9 2) during study session 
Total = 24 
Y 75 3 months 23 Questionnaires completed 
in free session 
Z Questionnaires completed 
Trip 1 85 5 months 12 1) during study session 
Trip 2 38 5 months 34 2) during timetabled 
Total = 46 seSSIOn 
Total completed questionnaires = 120 
Table 3.10.2 Student interview data collection details 
HEI No. of Interviews Notes 
Code Volunteers Completed 
V 8 6 Carried out on an 'option' day when the 
volunteers had mock job interviews. 2 students 
dropped out due to sickness Ichild care reasons. 
Interviews carried out in a private office made 
available to the author for the morning. 
X 8 6 Volunteers accessed on optional reflection days 
on 3 different visits to the HEI. 2 volunteers did 
not attend on those days. Interviews carried out in 
classrooms booked by the author in the HEI. 
y 7 6 1 volunteer dropped out due to illness. Interviews 
carried out in a classroom, booked for the author 
by the HEI contact. 
Z 10 8 The interviews were carried out on three different 
dates in an office made available to the 
researcher. 2 volunteers failed to tum up at the 
appointed dates and times. 
Total number of interviews completed = 26 
The lengths of interviews ranged from 20 to 50 minutes 
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Data analysis 
The analysis of the data from the questionnaires was undertaken using Excel 
spreadsheets, in a manner consistent with that of Phasel. 
The analytical processes undertaken with regard to the interview data reflected the 
interpretive stance of the study. Fetterman (1998) and Hammersley and Atkinson 
(1995) considered that the first stage in analysis is reading and thinking through the 
data, and that a focus on relevant and manageable topics is essential. The author 
carried out all transcriptions (n= 26) of the interviews. This ensured standardisation 
and accuracy of data, as well as allowing the author to become familiar with the 
emerging themes. All transcripts were subsequently read through twice and the 
process of analysis was undertaken in line with the three interrelated aspects of 
qualitative data analysis identified by Miles and Huberman (1994). 
1. Data reduction consisted of selecting, grouping and summarising the raw data 
from the transcripts. This activity served to sharpen and organise the data and a 
coding system was devised to aid in identifying sections and lines of text relevant 
to the areas of specific interest and facilitated deeper analysis. The transcripts 
were first coded by hand, re-read and the coding double-checked. 
2. Data display consisted of developing a system to view the data in a reduced form. 
Matrices were developed in order to compare and cross-reference the emerging 
themes. 
3. Conclusion drawing involved extrapolating meaning from the reduced organised 
data in the form of regularities and patterns. One step taken to increase the validity 
of the findings was to feed back the themes emerging from the initial student 
interviews in the Phase 4 interviews. This is termed as respondent validation by 
Hammersley and Atkinson (1995) and allowed the participants the opportunity for 
comment. This enabled the checking of the themes identified by the author, 
although it was recognised that as these related to the perspectives of a number of 
participants, they might well not correspond exactly to that of the individual. The 
emerging themes were also useful in generating more in-depth discussion in the 
subsequent interviews, resulting in richer data. Throughout the process of 
generating the themes from the data, the author revisited the transcripts on 
numerous occasions to double-check the accuracy of the findings. Extensive use 
was made of quotes and care was taken to ensure that all participants in the study 
were represented within the text. 
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3.11 Phase 3. Registered nurses' experiences, knowledge and attitudes 
The aim of this phase was to explore and describe the educational experiences, 
knowledge and attitudes of registered nurses regarding sleep and its promotion. 
Method 
In order to explore the registered nurses' perspectives of the aspects under study, the 
same methods as those developed for the student nurses were used. The 
questionnaire and interview guide were therefore developed in tandem with the 
Phase 2 research tools. 
Questionnaire and interview guide design and piloting 
The registered nurse questionnaire (Appendix J) and interview guide (appendix K) 
developed were almost identical to that of the students, apart from the need to alter 
some of the questions to reflect the participants' registered status. The questionnaire 
was piloted with 6 volunteers from the author's School, and in conjunction with the 
pilot work for the student nurse phase, the tool was proven to be suitable for use. The 
interview guide was tested with 1 volunteer and was also satisfactory. 
Sampling 
Population: it was initially thought feasible that the author might access a sample of 
nurses working in different specialities in various hospitals. It became apparent that 
this would be difficult to organise, might well encroach on the working life of the 
individual and prove difficult to obtain ethical approval. The sample was therefore 
restricted to registered nurses undertaking post-registration education within an HEr 
setting. This was a pragmatic strategy designed to facilitate access to an appropriate 
sample. The initial decision was to keep a broad base for the study by targeting any 
registered nurses undertaking further study. However, it became evident in the 
concurrent work on Phase 1 that it would be challenging to capture data on all post-
registration provision. The merit of a broad base sample for this phase lay in the fact 
that it would facilitate the achievement of the target numbers for the sample. It was 
the preferred choice of the author for this reason. However, it was felt that the 
refining of Phase 1 to two specialities clearly had to influence the final choice of this 
sample. It was decided therefore that the population of registered nurses would be 
those undertaking study in care of the elderly or critical care nursing. The major 
challenge pertaining to this option was seen to be achieving an appropriate sample. 
On the positive side, it was also seen that the data would be more pertinent to the 
areas of specialism and might facilitate recommendations for practice and 
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educational programmes pertaining to these specialities. The subsequent 
abandonment of the base line data phase for the post-registration education provision 
was disappointing in this respect. By the time that decision had been taken, the 
arrangements to access suitable participants were well under way and it was too late 
to change to the preferred option of a broad base of registered nurses. However, it 
was considered that this sample would still add considerable depth to the study 
through exploration of their past experiences as student nurses and current 
experiences and knowledge as registered nurses. 
Sample: the initial target sample size for the questionnaire completion was 25 
registered nurses in 4 HEls (n=lOO). This target number was felt to be a suitable and 
achievable number, as discussed in relation to Phase 2. This, however, changed 
throughout the study to a target of 30 volunteers from each of 3 HEls (n= 90): 15 
studying care of the elderly modules (n =45) and 15 studying modules dealing with 
critically/acutely ill patients (n = 45). The reason for the change from 4 HEls to 3 
was due to research governance considerations. However, as this phase progressed, it 
became increasingly obvious that, due to low module numbers and one cancelled 
module, another HEI would have to be recruited in order to reach the target numbers 
for the questionnaires. This was achieved by using an HEI within a region that had 
already received ethical clearance to proceed. 
The target size for the interview sample was 6 (3 critical care and 3 care of the 
elderly) from each of the 3 original HEls (n = 18). This was considered to be an 
appropriate and achievable sample size, although it was recognised that it may be 
necessary to increase the numbers dependant on the quality of the data collected. The 
selection of the HEls was based on the same factors as Phase 2. Three of the HEls 
were in the North West of England and 1 was in Scotland; 3 of the HEls had been 
involved in the pre-registration phase. The sample was purposive in respect of the 
features identified in the choice of population. As was the case with the pre-
registration students, this sample was also voluntary. 
Access and ethical considerations 
Management approval was obtained and contacts were established. Formal ethical 
approval was granted by each of the 4 HEls' ethical approval committees. The 
research governance requirements were also addressed. This proved to be a 
challenging process, as, although the registered nurses were primarily being accessed 
through their status as post-registration students, the fact that they were health care 
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professionals was fundamental to the study. It was therefore necessary to go through 
the process of investigating the requirements of each LREC. This turned out to be 
complicated and time consuming, as each HEI could feasibly have post-registration 
students employed by a number of different Trusts, each covered by a number of 
different LRECs. Also, until the participants volunteered, there was no sure way of 
knowing which Trusts and therefore which LRECs would be involved. However, the 
following processes were undertaken to ensure the ethical requirements were met: 
• The participants from one HEI were covered by one LREC, responsible for a 
number of different Trusts. The LREC secretary was contacted bye-mail, with the 
research proposal and questionnaires sent as attachments. The Chair of the LREC 
reviewed the information and confirmed that full ethical approval was not required 
due to the nature of the study. However, on organising access, it was necessary to 
further obtain the management approval of the specific Trust involved, as modules 
were being run as a joint venture between the HEI and the Trust. This process, after 
the completion of the necessary paperwork, took a further three months before final 
approval was granted via the Trust's research and management committee; 
• The other HEls used, due to a re-organisation, were now within the same Strategic 
Health Authority. A letter was sent to each of the LRECs involved (4 in all) 
outlining the background of the study and asking for advice on how to proceed. All 
paperwork requested was forwarded and, in each case, Chair's action was 
eventually obtained confirming that the study could go ahead without full ethical 
approval being necessary. This process was a lengthy one and seemed to be 
hindered by the fact that, as the Research Governance requirements were newly in 
place, there was some uncertainty about the interpretation of the requirements 
alongside an increase in the workload of the LRECs. A fifth LREC approached had, 
in fact, referred the author to a neighbouring LREC for approval on its behalf as the 
committee was overwhelmed with the increase in applications and paperwork. 
The questionnaires were identity pre-coded, using an HEI prefix (A, B, D and E), E 
for care of the elderly and C for critical care, followed by numbers from 1 onwards. 
The codes for the HEls were changed from those of Phase 2 for ease of reference. 
Data collection 
A total of 98 questionnaires were completed by registered nurses from the 4 HEls, 51 
from care of the elderly and 47 from critical care. The questionnaire data collection 
details regarding each HEI are given in Table 3.11.1. The data collection for the 
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questionnaire completion was extremely time consuming in terms of organisation, 
travel and overall effort for quite small returns. However this was largely 
unavoidable due to the small group numbers. 
Table 3.11.1 Registered nurse questionnaire data collection details 
Key = (M) Master's level (UG) = undergraduate level 
HEICode Critical care Care of the Elderly Notes 
A 12 (M) + 6 (UG) The data collection required a 
6 (UG) total of 4 visits 
18 total 
B 17 (UG) 5 (UG) The data collection required a 
total of 3 visits 
D 3 (UG) 32 (UG) The data collection required a 
total of 5 visits. 1 target intake 
cancelled 2 weeks before start 
date. 
E 9 (UG) 8 (UG) The data collection required a 
total of 2 visits 
Total = 98: 47 + 51 
The interview data collection details are given in Table 3.11.2. The overall number 
of interviews completed was 15. While this fell short of the target number, it was felt 
that sufficiently rich data had been obtained. It also became evident that no new 
themes were emerging from the data and this sample size could therefore be justified. 
This phase was more labour intensive than anticipated as often it took three or more 
phone calls to contact and organise the volunteers. The use of telephone interviews 
with some of the participants proved to be invaluable in terms of convenience and 
time. New tape recording equipment was utilised which was more powerful and 
sophisticated than that previously used. However, one problem arose when a third of 
the way through one of the face to face interviews the author noticed that the tape 
was not moving and discovered that the pause button had been inadvertently left on. 
The situation was explained to the interviewee and, by agreement, a summary of the 
discussion to that point was tape recorded, rather than asking the questions again. 
This saved time for the interviewee, who had pressing commitments, while still 
retaining the essence of the discussion to that time. 
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Table 3.11.2 Registered nurse interview data collection details 
Key = (M) Master's level (UG) = undergraduate level 
HEI Critical care Notes 
A 4 (M) The venue was a room in the Trust building, for which 
management approval was obtained. Interviews carried 
out over a three-day period on a face to face basis. 
B 3 (UG) 1 volunteer was uncontactable. 3 interviews completed 
by telephone. 
D 0 3 volunteers came forward for interviews but all 
subsequently dropped out due to time commitments. 
E 1 (UG) Interview completed by telephone. 
TOTAL 8 
HEI Care of elderly Notes 
A 3 (UG) lout of 4 volunteers dropped out (due to moving 
house). 3 interviews completed by telephone. 
B 1 (UG) 4 volunteers agreed to be interviewed and supplied 
contact details. 1 subsequently withdrew, stating that 
she had had second thoughts. 2 others proved hard to 
contact and neither replied to messages left. 1 interview 
was completed by telephone. 
D 3 (UG) 3 face to face interviews completed with volunteers, at 
a room within the HEI. 
E 0 None of the group volunteered to be interviewed. 
Total 7 
Overall no. of interviews = 15 
The interviews lasted between half an hour and three quarters of an hour, with no time 
differences between the face to face and telephone interviews noted. 
Data analysis 
The analysis of the data from the questionnaires was undertaken using Excel 
spreadsheets in a manner consistent with that of Phase 1. For the interview data the 
author carried out the majority of the transcriptions (n= 12). It was decided that it 
was justifiable to have the final 3 transcriptions undertaken by a skilled audio typist 
known to the author. In order to ensure the accuracy of these transcriptions and 
become familiar with the data, the tapes were listened to in conjunction with reading 
through and checking the interview transcripts. The analytical processes undertaken 
with regard to the transcribed interview data followed those of Phase 2. As noted 
previously, it was not possible to repeat the strategy of feeding back themes from the 
interviews to the registered nurses, due to logistical constraints. Verification was 
sought in this instance by providing two experts (in the form of the author's research 
supervisors) with the full sets of organised data and the analyses, in line with the 
thinking of Miles and Huberman (1994). 
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3.12 Phase 4. Development in the students' experiences over time 
The aim of this phase was to explore the original students' reflections on their 
educational experiences 6 -12 months into their post-registration period and their 
knowledge and attitudes to sleep and its promotion after a period of registered 
practice. 
Method 
In order to explore how the student participants viewed their educational preparation 
over time, what their current educational experiences, knowledge and attitudes were 
and how these had developed, a qualitative approach was taken. 
The method of data collection chosen was a semi- structured interview. Another 
method considered was asking the participants to keep diaries of their experiences 
for use alongside the interviews. While an attractive proposition, incorporating 
diaries as a method was rejected for a number of reasons. Their use has been well 
documented in research studies and they are traditionally employed in small-scale 
samples, where the participant is interviewed on a number of occasions and uses the 
diary as an 'aide memoir' (Polit and Hungler 1999, Sim and Wright 2000). The time 
lag of one year in the research however, meant that it was unlikely that all the 
students would take part in Phase 4 due to natural wastage, encompassing factors 
such as moving address, leaving the health service and simply not being keen to give 
up their own time for another interview. It was therefore felt that also asking the 
participants to keep diaries in this period would be unjustified in terms of effort and 
value to the study. The interview guide (Appendix L) was based on the Phase 3 
guide, with some questions added to reflect the participants' newly qualified status. 
Population and sample: the original student volunteers (n=26). The volunteers were 
working in a variety of hospital settings. 
Access and ethical considerations 
In ethical terms this phase was seen to be relatively straightforward in that the 
participants had agreed to be interviewed again in their first year as a registered 
practitioner. It was therefore originally anticipated that no further ethical approval 
would have to be sought. However, with the new research governance requirements, 
it was necessary to contact the relevant LRECs for advice. Each of the four LRECs 
was approached and the necessary paperwork submitted, sometimes in conjunction 
with the paperwork for the registered nurse ethical approval, as previously detailed. 
Three of the Chairs of the LRECs advised that full ethical scrutiny was not required, 
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but a fourth asked for a full submission to the Committee. This was carried out and 
after due scrutiny, the Chair advised that the research could be classified as an audit 
and therefore did not require formal approval. This process proved to be time 
consuming, but ultimately the ethical requirements were fulfilled. 
In arranging the Phase 4 interviews, it was important to ensure that the participants 
did not feel coerced into taking part in the study again. All were reminded that their 
continuing participation was voluntary and that the previous conditions of 
confidentiality and anonymity continued. It was stressed to the participants that they 
could drop out at any time and that due ethical guidance had been sought for this 
phase from the LREC associated with their Trust. One participant was dropped from 
the study at this stage as their home Trust was outwith the original LREC region. 
Contact was generally made via phone using the details previously supplied by the 
participants, either at home or at work. One participant had not given a phone 
number and was written to, as were several others who proved hard to contact via 
phone or did not respond to messages left on their answering machines or at work. 
This was particularly important where work details were left, as the author was 
aware of the need to limit taking up the time of other members of the unit. The 
logistics of organising a suitable place for the interviews proved to be challenging. 
The author wanted to ensure that the participants were not unduly inconvenienced 
and felt comfortable with the venue arranged. In the case of the first participant 
contacted, the venues that the author could offer were impractical as the home Trust 
was not located beside any of the HEI centres that were the author's preferred 
options. At the participant's request the interview was carried out at their home. This 
minimised the inconvenience for the participant, but also threw up some unforeseen 
ethical and practical considerations, particularly concerning safety and comfort 
aspects as well as the balance within the relationship. While the interview was 
unproblematic, the author reviewed, as a matter of urgency, the management of the 
subsequent interviews. While some would be easily organised as the participants 
were working in the same or adjacent building as the HEI centre, others were 
working in sites distant to the HE!. These too were the participants who were 
geographically distant to the author's home. For these participants, telephone 
interviews proved to be the most convenient and helped to maximise the numbers. 
Some participants were able to complete face to face interviews conducted in a room 
within the HEIs at a time outwith their working hours to suit them. One participant 
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requested that the interview was carried out in a Trust ward. This was re-negotiated 
as the author could not be sure that the interview would not encroach on the 
participant's work time and did not have permission to use the Trust premises. All 
the participants were given, or sent, consent forms to complete and return using a 
stamped addressed envelope if needed. 
Data collection 
The interview data collection details are given in Table 3.12.1. A total of 16 
interviews were completed. While the use of diaries had not been requested, some of 
the participants had clearly identified and stored up their recollections to share in the 
interviews, as captured in the field notes and evidenced in the transcriptions. 
Table 3.12.1 Phase 4 interview data collection details 
HEI Phase 2 Interviews Notes 
Code interviews Completed 
V 6 4 3 interviews completed on a face to face basis in 
the HEI. 1 volunteer did not tum up at the allotted 
time. 1 of the remaining 2 participants responded 
to a letter and completed a telephone interview. 
X 6 4 2 interviewed on a face to face basis, and 2 via 
telephone. 1 ineligible for the follow up study due 
to working in a Trust outwith the LREC approval 
region. 1 volunteer did not respond to letter sent. 
y 6 4 4 interviewed via telephone. 1 did not respond to 
letter sent. Arranged interview with remaining 
volunteer - did not respond to phone call or letter. 
Z 8 4 4 telephone interviews completed. The remaining 
volunteers did not respond to letters sent. 
Total number of interviews completed = 16. The length of interviews ranged from 30 
minutes to over 1 hour. All participants carried out the interviews in their own time. 
Data analysis 
The author carried out the majority (n= 13) of the interview transcriptions. It was 
again decided to have the final 3 transcriptions undertaken by a skilled audio typist 
known to the author, with the same safeguards undertaken as detailed in respect of 
the registered nurse interviews. The analytical processes undertaken followed those 
of the Phase 2 and Phase 3 interviews. It was not possible to repeat the strategy of 
feeding back themes from the interviews to these participants, due to logistical 
constraints and verification was sought as in Phase 3. 
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3.13 Limitations of the study 
Quantitative elements. The Phase I response rate of 44% (n=27), while not ideal, 
was felt to be justified as being applicable as, given the mixed picture that emerged, 
it would be unlikely that any of the non-responding HEIs would differ greatly in their 
sleep promotion input to those who did respond. The student and registered nurse 
questionnaire sample sizes achieved were those that were manageable within the 
constraints of time and access. The generalis ability was increased by using 4 
different HEIs. However, the voluntary nature of the participants meant that they 
might not be representative of their groups as a whole. It may be that those who 
volunteered held more positive views on sleep and sleep promotion and were thus 
more motivated to participate in the study. O'Leary (2004) noted the characteristics 
of those volunteering can be quite distinct from those who do not volunteer, as often 
it is the most interested that will come forward. Those who did not participate might 
have been less positive and knowledgeable, or have lacked the time or inclination to 
be involved for many reasons. However, it was notable that there was a mix of both 
positive and negative attitudes and experiences evident in the data. It is therefore 
likely that this would reflect the experiences of other student and registered nurses in 
the 4 HEIs. Similarly, while it cannot be claimed that the findings are generalisable 
to the whole popUlation of student and registered nurses studied, it is likely that the 
findings could reflect the experiences of others to some extent. 
Qualitative elements. The voluntary status of the samples held the same limitations 
as identified above. The consideration in qualitative research is the transferability of 
the findings in terms of the applicability of the lessons learnt to others in the 
population under study. In this context, the author has provided a detailed description 
of the research context and methods so that others can determine if the findings may 
be applicable to them. 
This chapter has discussed the development of the research aims, questions, design 
and methods, alongside the limitations and ethical considerations. Overall, the 
preparatory work for the study proved essential in ensuring that the author could 
proceed to the data collection phase with confidence in the methods developed for 
this purpose. Several alterations were made to the study in light of the pilot work and 
other pragmatic factors that came to light in the organisational aspects of the study. 
The data collection and analysis was carried out to ensure the rigour of the research. 
The following chapters detail the findings of the data collection. 
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CHAPTER 4 QUANTITATIVE FINDINGS 
This chapter presents the quantitative data from the three sets of questionnaires. The 
findings are presented in the following order: 
4.1. Phase 1 base line data results; 
4.2. Phase 2 questionnaire results; 
4.3. Phase 3 questionnaire results. 
4.1 Phase 1 base line data results 
Questionnaires were sent to all HEls (n=61) in Scotland and England offering pre -
registration programmes, with 44% (n=27) of HEls responding. The results are given 
in relation to each of the questions. Percentages have been rounded to the nearest 
whole number. 
Question (Q) 1 asked 'How is the topic of sleep covered in your current pre-
registration programme?' Respondents were asked to tick all boxes that applied from 
the options: specific sessions devoted solely to sleep; integrated sessions or not 
covered at all in any session. Of the 27 HEls, 15% (n=4) indicated that they did not 
cover the topic, as shown in Table and Figure 4.1.1. 
Table 4.1.1 Coverage of topic of sleep by HEIs 
Covered 85% (n= 23) 
Not Covered 15% (n= 4) 
Figure 4.1.1 Coverage of topic of sleep by HEIs 
Covered 
85% 
Not covered 
15% 
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Of the 23 HEIs that did cover sleep, 48% (n = 11) used integrated sessions to deliver 
content on sleep, 4% (n = 1) used specific sessions and 43% (n= 10) used both 
specific sessions and integrated sessions as shown in Table and Figure 4.1.2. The 
'other' category represented the respondent who stated that their HEI used a pack 
because students experienced night duty at various points in their programme. 
Table 4.1.2 How the topic of sleep is covered 
% ofHEIs 
Integrated Sessions only 48% (n=l1) 
Specific Sessions devoted solely to sleep 4% (n=l) 
Both 43% (n=lO) 
Other 4% (n=l) 
Figure 4.1.2. How the topic of sleep is covered 
%ofHEls 
20%;---, 
10% 
Integrated Session only Specific Session only Both Integrated and Specific Other 
Types of sessions 
Q 2 asked how many hours approximately were allocated to the learning Istudent 
effort regarding sleep. As stated before, 15% (n=4) HEIs did not cover sleep at all 
within the curriculum and these were included in the calculations. Of the 23 (85%) 
of HEIs who covered sleep, 15% (n=4) of respondents did not specify how much 
time was devoted to sleep coverage. However, 47% (n=19) did answer this question 
and the hours given covered a wide range, from 2 to over 60 hours as displayed in 
Table and Figure 4.1.3. The allocated hours showed a mean of 11 hours, but because 
of the large range (0 - 60 hours), and the skewing effect of the 2 HEIs who had 
answered 60 hours to this question, the more representative values can be seen to be 
the mode and the median, both of which were 5-6 hours. The median is seen to be the 
preferred index of central tendency when there is a skewed distribution of values (as 
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shown in Figure 4.1.3) and can be seen as a more typical value than the mean in this 
instance (Sim and Wright 2000). The results indicated that there was a considerable 
variance in the amount of time devoted to the coverage of the topic of sleep in HEls. 
Table 4.1.3. Total hours allocated to sleep input by HEIs 
Hours devoted to sleep %HEls 
0 15% (n=4) 
1-2 7% (n =2) 
3-4 11 % (n=3) 
5-6 22% (n=6) 
7-8 4% (n=1) 
9-10 4% (n=1) 
11-12 4% (n=1) 
13-14 4% (n=1) 
15-16 4% (n=1) 
17-18 0% (n=O) 
19-20 4% (n=1) 
60 and over 7% (n=2) 
Not disclosed/other 15% (n=4) 
Figure 4.1.3.Total hours allocated to sleep input by HEIs 
Number of HEIs 
Q3 asked the respondents to indicate at what point in the programme the session(s) 
covering sleep were delivered and to give the name of the session (these answers 
were used to corroborate the information in Qs 4 and 6 and are expanded upon 
further in relation to Q6). Nine boxes were used for Q3, indicating the year (from 1-
3) divided into 4 monthly intervals, thus equating to a 15 week pattern of modular 
delivery. The data were analysed in relation to the introduction of sleep content 
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within the curriculum and are shown in Table and Figure 4.1.4. The majority of 
HEIs, (57%, n= 13) introduced the topic of sleep in months 1-4 of the 1st year, 26% 
(n = 6) in months 5-8 and 4 % (n= 1) in months 9-12. A minority of 9% of HEIs (n = 
2) waited until months 5-8 of the second year before introducing sleep, with only 4% 
(n = 1) doing so in year 3, in months 1-4. 
Table 4.1.4. Timing of sleep introduction in curriculum 
Year and month % ofHEIs 
Year 1, 1-4 57% (n=13) 
Year 1,5-8 26% (n= 6) 
Year 1,9-12 4 % (n=1) 
Year 2,1-4 0% (n=O) 
Year 2,5-8 9% (n = 2) 
Year 2,9-12 0% (n=O) 
Year 3, 1-4 4%(n=l) 
Year 3,5-8 0% (n=O) 
Year 3, 9-12 0% (n=O) 
Figure 4.1.4 Timing of sleep introduction in curriculum 
Months 1-4 Months 5-8 Months 9-12 Months 13-16 Months 17-20 Months 21-24 Months 25-28 Months 29-32 
The data were also scrutinised in light of the pattern of the delivery, as respondents 
indicated all the points where any learning about sleep was scheduled to take place. 
These results are shown in Table and Figure 4.1.5 and indicated that there was no 
evident concensus on the pattern for the curriculum content on sleep and its 
promotion, as none of the HEIs had the same template of delivery. Of the HEIs, 22% 
(n=5) reported that they covered the topic of sleep in Year 1 only. The range of hours 
devoted to the topic by these HEIs was between 2 - 6, with an average of 3.5 hours. 
Of the respondents, 4% (n=l) reported that the topic was covered only in year 2 via a 
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pack (no hours were given) and 4% (n=l) indicated that they delivered sleep content 
within the curriculum at one point only in year 3, using a total of 5 hours. A further 
22% (n=5) reported that the topic of sleep was covered in both years 1 & 2, with a 
range of 2 - 6 hours and a mean value of 4.5 hours. One of these HEIs delivered 
content on sleep at 2 different periods, with the other 4 delivering content at 3 
different points within the two years. Only 4% (n=l) indicated that their input 
occurred at two points, one in year 2 and one in year 3, using a total of 6 hours while 
43% (n=lO) ofHEIs indicated that they delivered content on sleep in each year of the 
curriculum. The range of the latter HEIs was 3 - 60 hours, with a mean of 21 hours 
and a median of 13 hours. One HEI indicated that sleep was covered at each stage in 
the curriculum while 9% (n=2) of HEI respondents omitted to answer this question. 
Table 4.1.5. Pattern of sleep content delivery 
Pattern of delivery %HEIs 
In year 1 only 22% (n=5) 
In year 2 only 4% (n=l) 
In year 3 onI y 4% (n=l) 
In years 1 & 2 22% (n=5) 
In years 2 & 3 4% (n=l) 
In years 1,2 & 3 43% (n=lO) 
Figure 4.1.5. Pattern of sleep content delivery 
45%r-------~--------------------------------------------~ 
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Q4 asked the respondents to tick appropriate boxes indicating the content covered 
with regard to the topic of sleep. The data are presented in Table and Figure 4.1.6. 
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As can be seen, 96% (n = 22) of the HEIs included content on both sleep deprivation 
and promoting sleep. Theories and functions of sleep, along with types of sleep, 
were covered by 91 % (n = 21), with 74% (n=17) including content on physiological 
status during sleep and sleeping habits. The majority (65%, n=15) of the HEIs 
included pharmacology regarding sleep, with 61 % (n=14) covering the control of 
sleep. In the 'other category' topics included: healthy lifestyle; sleep disorders and 
the effect of lack of sleep, specifically on wounds. 
Table 4.1.6. Content covered on sleep promotion in HEls 
Content %HEIs 
Sleep deprivation 96% (n=22) 
Promoting sleep 96% (n=22) 
Theories/ functions of sleep 91 % (n=21) 
Types of sleep 91 % (n=21) 
Physiological status 74% (n=17) 
SleejJing habits 74% (n=17) 
Pharmacology 65% (n=15) 
Control of sleep 61 % (n= 14) 
Other 22% (n=5) 
Figure 4.1.6. Content covered on sleep promotion in HEls 
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Q5 asked the respondents to indicate all teaching and learning methods employed 
regarding sleep and the data are presented in Table and Figure 4.1.7. The most 
common method reported by 87% (n= 20) of respondents was the use of lectures. 
The next commonly reported methods were small groups (65%, n = 15) and the use 
of PBL, also called scenario based learning (52%, n=12). Less commonly used were 
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guided study (26%, n= 6) and open learning (13%, n= 3). Of the respondents, 9% 
(n=2) used only 1 method of teaching and learning, 39% (n= 9) used 2 methods, with 
a majority of 52% (n= 12) reporting that they used 3 different teaching/learning 
methods regarding the topic of sleep and its promotion within the curriculum. 
Table 4.1.7. Teaching/learning methods used by HEls for sleep content 
Method %HEIs 
Lectures 87% (n =20) 
Small group work 65% (n=15) 
PBL 52% (n=12) 
Guided Study 26% (n=6) 
Open Learning 13% (n=3) 
Figure 4.1.7. Teaching/learning methods used by HEls for sleep content 
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Q6 asked the respondents to list any topics/subjects that sleep was linked with, i.e. 
where sleep was part of the content, but not the main focus. The data for this 
category were tabulated using the common categories (to which two or more 
responses had been made) emerging from this free answer section. An 'other' section 
was used to capture any response that did not fit into any of the categories. The data 
from Q2 regarding the names of the sessions were used for cross-referencing and 
checking of information. One HEI is not represented in these statistics as the 
respondent had indicated previously that only specific sessions on sleep were 
delivered within their curriculum. These data therefore represent the 22 HEIs 
indicating that they delivered integrated sessions and are shown in Table and Figure 
4.1.8. It was evident that there was no overall concensus on the delivery of sleep and 
81 
its promotion with regard to the topics it was linked with. The most common topics 
associated with sleep, as reported by the 41 % (n= 9) of the respondents, were critical 
and acute care, followed by mental health/psychology and care of the older person 
each with 36% (n = 8). The areas of health and care planning/management were 
associated with sleep by 27% (n= 6) of the HEIs, with rehabilitation and the 
Activities of Living (ALs) linked by 23% (n= 5) of the respondents. Of the HEIs 
respondents, 18% (n= 4) reported that they linked sleep with palliative care and pre-
and post-operative care, with 14% (n= 3) indicating links to stress and pain. The 
'other' category contained single mentions of topics including post-natal care, 
community care, night duty, nutrition, dermatology and respiratory care. 
Table 4.1.8. Topics linked to sleep 
To~ic %HEIs 
Critical/acute care 41 % (n=9) 
Mental health/psychology 36% (n=8) 
Care of the Older Person 36% (n=8) 
Health 27%(n=6) 
Care planning/management 27%(n=6) 
Rehabilitation 23% (n=5) 
Activities of Living 23% (n=5) 
Palliative care 18% (n=4) 
Pre and post operative care 18% (n=4) 
Stress 14% (n=3) 
Pain 14% (n=3) 
Figure 4.1.8. Topics linked to sleep 
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Q7 asked 'Is proficiency in promoting sleep specifically addressed in the students' 
clinical learning outcomes?' The respondents' answers are shown in Table and 
Figure 4.1.9. Of the HEIs, 61 % (n=14) indicated that proficiency in promoting sleep 
was not covered in the students' clinical learning outcomes. This figure may well be 
higher as it is very likely that the 4 HEIs indicating that they did not cover sleep at all 
within the curriculum would not have had clinical learning outcomes specifically 
relating to sleep promotion. However, these respondents had not been asked to 
complete this question and therefore could not be included in the figures. A minority 
of 39% (n=9) of respondents answered that sleep promotion was specifically covered 
in clinical learning outcomes within the pre-registration programme. 
Table 4.1.9. Use of specific ciinicallearning outcomes re sleep promotion 
Specific outcomes on sleep promotion NOT USED 61 % (n =14) 
Specific outcomes on sleep promotion USED 39% (n= 9) 
Figure 4.1.9. Use of specific ciinicallearning outcomes re sleep promotion 
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Respondents were asked to comment further if they did not use specific clinical 
learning outcomes. Three of the respondents gave no comments, with the remaining 
10 offering statements. Most answers indicated that sleep was felt to be implicit in 
broader, holistically based outcomes as typified by the following two statements: 
not specifically identified in learning outcomes, but implicit in care 
delivery /management learning outcomes (HEI S4) 
would be seen as part of the rather broad learning outcomes (HEI E28). 
One respondent (HEI S2) indicated that as most students did not undertake night duty 
they would have no clinical outcomes on sleep, while others considered that: 
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On reflection, I think we've made assumptions that it's even been 
covered at all in practice. There is certainly no evidence of any learning 
agreements for practice relating to this (E45) 
This is a skill not currently in our skill inventory. However it will be 
added as a result of our reflecting on our coverage of this topic within the 
curriculum (E34). 
Q8 asked respondents to indicate their views on how well sleep was covered in their 
HEI, using a Likert scale with 5 categories ranging from not well covered to very 
well covered. The results are shown in Table and Figure 4.1.10. Only 7% (n = 2) felt 
that their HEI covered sleep very well, with 15 % (n= 4) stating that they covered it 
well. The biggest percentage was the 33% (n= 9), who considered their coverage to 
be adequate, followed by 22% (n= 6) who stated that their HEI covered the topic 
quite well. Only 7% of respondents (n =2) stated that they did not cover sleep well, 
and, as stated before, 15% (n= 4) of HEIs had indicated that they did not cover sleep. 
Table 4.1.10 Respondents' views regarding coverage of sleep in HEI 
How well sleep is covered % respondents 
Very well covered 7% (n=2) 
Well covered 15% (n= 4) 
Adequately covered 33% (n=9) 
Quite well covered 22% (n=6) 
Not well covered 7% (n=2) 
Not covered 15% (n=4) 
Figure 4.1.10 Respondents' views regarding coverage of sleep in HEI 
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Q9 asked the respondents to indicate how well they felt that students, by the time 
they were registered, were prepared to deliver care with regard to the promotion of 
patients' sleep, using a Likert scale with 5 categories as shown in Table and Figure 
4.1.11. Only 4% of respondents (n=1) felt that students were very well prepared, with 
22% (n=5) stating that they were well prepared to promote sleep by the time they 
were registered. The largest percentage was 35% (n= 8) who felt that students were 
adequately prepared, 26% (n = 6) felt that students were quite well prepared while 
13% (n = 3) of respondents were of the view that students were not well prepared in 
this aspect of care by the end of their programme of study. 
Table 4.1.11. Respondents' views of preparation of students re sleep promotion 
How well students are prepared % respondents 
Very well prepared 4% (n=l) 
Well pr~ared 22% (n=5) 
Adequately prepared 35% (n=8) 
Quite well prepared 26% (n=6 
Not well prepared 13% (n=3) 
Figure 4.1.11. Respondents' views of preparation of students re sleep promotion 
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The results from Qs 8 and 9 were also analysed in relation to the hours devoted to 
sleep content and the use or otherwise of specific clinical learning outcomes. The 
views of the respondents about their coverage of sleep and how well the students 
were prepared to promote sleep by the end of their programme showed some 
predictable and other more surprising data. Only one respondent (E36) felt that their 
85 
HEI covered the topic of sleep very well and also that the students were very well 
prepared. This HEI devoted 60 hours to the topic, covered all the specific areas 
regarding sleep, included specific learning outcomes regarding sleep and used 
multiple methods for delivery, including an open learning pack. The only omission 
that could be argued within their delivery was that of the lack of linkage to 
critical/acute care. However, overall this respondent was clearly of the view that the 
HEI did very well in their preparation of students and the data showed a very 
thorough and comprehensive coverage. When considering the total amount of input 
of the other categories there did not seem to be any commonality between the 
respondents' perceptions and the amount of hours allocated to sleep input. The group 
that considered that sleep was well covered and that the students were well prepared 
had a range of input in hours from 3 - 8 hours, with a mean of 5.25 hours. In contrast 
the 33% (n= 9) of respondents who had answered that they thought sleep was 
adequately covered within their HEI had a range of hours of 2 - 60 hours, with a 
mean of 13.75hours (with the HEI reporting 60 hours in this category removed from 
the calculations, the mean is 7.14 hours). The range of hours for the 22% (n= 6) of 
respondents indicating that sleep was quite well covered was 2 - 20, with a mean of 
10.4 hours. Of the 7% (n= 2) of respondents who felt that sleep was not well 
covered, only 1 stated a total (of 5 hours) and also indicated the use of specific 
clinical learning outcomes. It was interesting to note that 18% (n=4) of the 23 
respondents had categorised the students' preparation below the category indicated 
for the coverage of sleep by the HE!. However, as respondents were not asked to 
comment on this, there were no data to suggest why this might have been. 
General Comments 
The questionnaire also invited respondents to comment on any aspect on the topic of 
sleep. Some comments were received from respondents who included sleep and its 
promotion within the curriculum. HEI E28 stated that student feedback on their sleep 
pack was positive but noted that it did depend on the motivation of the student. 
The respondent from E45 stated that: 
I believe that this topic area is not really given the focus that it really both 
deserves and needs 
2 respondents gave positive feedback based on their completion of the questionnaire: 
this questionnaire has helped me to map the sleep component of the pre -
registration programme - thank you (E2) 
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thanks - it has identified to me the need to include it as a specific 
learning outcome in the adult branch clinical practice learning outcomes 
- it is assumed at present (E40) 
The respondents who had declared that they did not cover sleep at all within their 
curriculum were also invited to comment at the back of the questionnaire in the 
appropriate section. One respondent did not comment. The other three gave the 
following comments: 
Sleep as a discrete subject is no longer taught in the CFP/Adult 
Programme. The reason for this seems to be related to the amount of 
content in the curriculum (S 1) 
it appears at present the topic of sleep is not taught to our pre -
registration students although there are plans to include it in the future 
(El) 
sleep is only covered in this curriculum as an integral part of planning 
care using the Roper, Logan and Tierney model and when discuss (sic) 
aspects of pharmacology. There are no sleep specific sessions. However I 
feel that the topic is visited in every module of the course (9 in total) as 
an integral part of care planning and intervention (E18) 
Overall, the findings that emerged from this survey on the topic of sleep in the 
curriculum within HEIs was that of a mixed picture on a number of levels. 
It would seem evident from the data from the responding HEIs in Scotland and 
England that there was no common pattern of delivery for the topic of sleep and 
sleep promotion. Some HEIs reported devoting large amounts of time to the topic, 
while others did not cover it at all. Those with an average amount of hours allocated 
to the topic varied in what was delivered and in what way. There was also no overall 
consistency in the use of clinical learning outcomes on the topic. On a positive note, 
most of the respondents from the HEIs felt that students were at least quite well 
prepared in the practice of sleep promotion by the time they qualified and also that 
their HEI coverage was at the level of at least covering the topic quite well. However 
it was perhaps disappointing that there were not more HEIs who considered their 
delivery and student preparation to be in the category of well covered/well prepared 
or above. It is also notable, as highlighted before, that 15% (n=4) of the HEIs 
reported a lack of any coverage with regards to sleep and its promotion. 
The next section details the results from the Phase 2 student nurse questionnaire 
analysis. 
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4.2 Phase 2 questionnaire results 
This section details the findings of the student nurse questionnaires (n=120). Most 
tables show the results from each of the 4 HEIs for information, but the sample is 
dealt with as a whole, except when any striking differences occur. Percentages have 
been rounded to the nearest whole figure, apart from when the percentage was .5%. 
A profile of the students is given in Tables and Figures 4.2.1 - 4.2.5. As can be seen 
from the gender profile, a mix of female (82.5%, n= 99) and male (17.5%, n= 21) 
students took part. There was also a spread of ages, with the majority of the sample 
being in the 17-30 years age bracket. Of the HEIs, Y reported no coverage of sleep, 
V & X between 2 and 5 hours and Z approximately 60 hours. 
Table 4.2.1 Gender profile of the students 
HEIcode no. of students per HEI 
V n=28 
X n=24 
Y n=23 
Z n=45 
Overall n=120 
Figure 4.2.1 Gender profile of the students 
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T bl 422 A a e •• 1ge pro 1 eo es en fil f th tud ts 
Age-7 17 -30 years 31- 40 years 41 - 50 years over 50 
HEIV 61% (n= 17) 25% (n=7) 11% (n= 3) 4% (n =1) 
HEIX 42% (n=lO) 42% (n=lO) 17% (n=4) 0% (n=O) 
HEIY 39% (n= 9) 35% (n=8) 22% (n= 5) 4% (n =1) 
HEIZ 58% (n= 26) 36% (n=16) 7% (n= 3) 0% (n =0) 
Overall 52% (n=62) 34% (n=41) 12.5 % (n=15) 2% (n=2) 
Figure 4.2.2 Age profile of the students 
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The educational profile of the students showed a range of highest qualifications on 
entry to their programme, from GCSE/O levels and NVQs through to undergraduate 
degrees, with the information presented in Table and Figure 4.2.3. The majority 
(34%, n= 41) ofthe sample had NVQ qualifications, with GCSE 10 levels and A 
levelslHighers being next common with 29% (n= 35) and 21 % (n=25) respectively. 
Only 4% (n=5) of students had completed studies at certificate level, 3% (n=4) at 
diploma level and 7.5% (n=9) at degree level. 
Table 4.2.3 Educational proiIle of the students 
Qualifications HEIV HEIX HEIY HEIZ Overall 
Degree 14% (n=4) 17% (n=4) 4% (n=l) 0% (n=O) 7.5% (n=9) 
Diploma 4% (n=l) 8% (n=2) 0% (n=O) 2% (n=l) 3% (n=4) 
Certificate 4% (n=1) 17% (n=4) 0% (n=O) 0% (n=O) 4% (n=5) 
NVQs 18% 4% 61% 47% 34% (n=41) 
(n=5) (n= 1) (n=14) (n=21) 
A levels 18% 50% 9% 13% 21 % (n=25) 
lHighers (n= 5) (n= 12) (n= 2) (n= 6) 
GCSE/O levels 43% 0% 26% 38% 29% (n=35) 
(n= 12) (n=O) (n=6) (n= 17) 
None given 0% (n=O) 4% (n=l) 0% (n=O) 0% (n=O) 1% (n=1) 
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Figure 4.2.3 Educational profile of the students 
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Of the students, 76% (n=91) had nursing experience prior to starting their pre-
registration programme and 51 % (n= 61) had undertaken night duty as displayed in 
Table and Figure 4. 2. 4. 
Table 4.2.4 Profile of students' previous nursing and night duty experience 
Previous nursing experience Previous experience of nights 
Yes No Yes No 
REI V 79% (n =22) 21% (n= 6) 57% (n=16) 43% (n= 12) 
REI X 62.5% (n =15) 37.5% (n= 9) 29% (n=7) 71 % (n= 17) 
RElY 96% (n = 22) 4% (n= 1) 65% (n=15) 35% (n= 8) 
REIZ 71 % (n = 32) 29% (n= 13) 51% (n=23) 49% (n=22) 
Overall 76% (n= 91) 24% (n=29) 51 % (n=61) 49% (n=59) 
Figure 4.2.4 Profile of students' previous nursing and night duty experience 
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The majority of students had undertaken night shifts within their programme of 
study, with only 2.5% (n= 3) of the sample stating that they had not undertaken any 
night working. The range of nights worked was 0 -30, with a mean of 7.5 and 
median of 6 nights. The majority, 44% (n= 53), were in the 1-5 nights category, 32% 
(n= 38) in the 6-10 nights category and 14% of the students (n= 17) stated that they 
had worked 11- 15 nights overall. A minority of 5% (n = 6) had worked between 16-
20 nights, with 2% (n = 2) and 1 % (n= 1) working between 21-25 and 26-30 nights 
respectively. The results are shown in Table and Figure 4.2.5. 
Table 4.2.5. Night shifts undertaken by students over 3 years. 
No. of REI V REI X RElY REIZ 
nights (n=28) (n=24) (n=23) (n=45) 
0 0% (n=O) 8% (n=2) 0% (n=O) 2% (n=l) 
1 to 5 64%(n=18) 54% (n=13) 78% 9% (n=4) 
(n=18) 
6 to 10 32% (n=9) 25% (n=6) 22% (n=5) 40% (n=18) 
11 to15 0% (n=O) 8% (n=2) 0% (n=O) 33% (n=15) 
16 to 20 0% (n=O) 4% (n=l) 0% (n=O) 11% (n=5) 
21 to 25 0% (n=O) 0% (n=O) 0% (n=O) 4% (n=2) 
26 to 30 4% (n=l) 0% (n=O) 0% (n=O) 0% (n=O) 
Range 3-30 nights 0- 30 nights 3-8 nights 0-24 nights 
Mean 5.6 nights 5.7 nights 4 nights 11.2 nights 
Median 3 nights 4.5 nights 3 nights 9.5 nights 
Figure 4.2.5. Night shifts undertaken by students over 3 years. 
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The following section details the analysis and findings of the questionnaire answers. 
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Q 1 was the attitude inventory consisting of 20 statements on aspects of sleep and 
sleep promotion practice which the students were asked to respond to, using a 4 point 
Likert scale. The statements and scoring scale are given below. 
Scoring Scale 
Positive statement scoring (labelled P) 
4 = strongly agree 
Negative statement scoring (labelled N) 
1 = strongly agree 
3 = agree 2 = agree 
2 = disagree 3 = disagree 
1 = strongly disagree 4 = strongly disagree 
Attitudinal statements 
Please indicate your response to the statements below by Strongly Agree Disagree Strongly 
placing a tick in the box that best reflects YOUR feelings Agree Disagree 
or beliefs about that statement 
1. Patients' sleep is vital to their recovery (P) 4 3 2 1 
2. A lack of sleep is inevitable for patients during 1 2 3 4 
their stay in hospital (N) 
3. My knowledge about sleep helps me to promote 4 3 2 1 
patients' sleep (P) 
4. Night sedation should be offered more freely(N) 1 2 3 4 
5. I prioritise my patient care to ensure that the 4 3 2 1 
patients' sleep needs are met (P) 
6. The importance of sleep as a curative medium is 1 2 3 4 
over-rated (N) 
7. I see myself as an advocate for the promotion of 4 3 2 1 
sleep for patients (P) 
8. There is too much emphasis placed on the 1 2 3 4 
importance of sleep in hospital (N) 
9. Patients should be entitled to sleep and wake 4 3 2 1 
when they want to (P) 
10. It is impossible to promote patients sleep in 1 2 3 4 
hospital (N) 
11. Sleep is necessary for physical and mental 4 3 2 1 
restoration (P) 
12. Sleep is an important activity of living (P) 4 3 2 1 
13. It is important to individualise patient care with 4 3 2 1 
respect to patients' sleeping habits (P) 
14. Patients have all night to sleep, so they should 1 2 3 4 
not need to sleep during the day (N) 
15. I consider myself to be an active promoter of 4 3 2 1 
hospital patients' sleep (P) 
16. There are far more important things than sleep 1 2 3 4 
for a patient's recovery (N) 
17. The role of sleep in the patients recovery is 1 2 3 4 
over-rated (N) 
18. Night sedation should only be used as a last 4 3 2 1 
resort (P) 
19. I would never wake a patient up unless it was 4 3 2 1 
absolutely necessary(P) 
20. Sleep must be thought of as secondary to ward 1 2 3 4 
routine (N) 
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This part of the questionnaire was generally filled in well although some students did 
not respond to some of the statements, leaving the boxes blank, as indicated in the 
tables. 
The scoring was done manually by the author and transcribed to an Excel 
spreadsheet. The scores were checked for accuracy, twice during manual scoring and 
twice during transcription to Excel. The summated scores can be seen in the context 
of a positive or negative viewpoint towards sleep and sleep promotion. However, the 
summated scores were not the main focus of interest for a number of reasons. The 
Likert scale is an ordinal measure and summation of scores is strictly only 
appropriate for interval data. Summation is also underpinned by the assumption that 
all items are equally weighted, as the same score for different items contributes 
equally to the overall total. Although the items in a Likert scale are theoretically of 
the same strength, in practice some items will likely be stronger indicators than 
others. It is therefore inappropriate that they should have equal weighting in the 
summated score (Sim and Wright 2000). It is also the case that the same score can be 
obtained in many different ways and that the attitude profiles of participants will 
vary. It has therefore been argued that, unless the scale is homogenous, the pattern of 
responses becomes more interesting than the summated scores (Oppenheim 1992, 
Sim and Wright 2000). As the Likert scale offers no interval measures, it also lacks a 
neutral point, as this cannot be predicted with any certainty. As Oppenheim (1992) 
noted, scores in the middle region could be due to a number of factors including lack 
of attitude or knowledge, the presence of both strongly positive and strongly negative 
responses or some nil responses, as was the case with some of the participants. The 
summated scores are therefore given for interest, followed by analysis of the 
responses to each of the attitude statements. 
There was a range of summated scores, from 49-73. The mean score for the sample 
was 61, as was the median. Ofthe students, 35% (n= 42) were in the 56-60 bracket, 
with 32.5% (n= 39) in the 61-65 range. Only 11 % (n= 13) and 1 % (n=l) of students 
were in the 51-55 and 46-50 brackets respectively, with 15% (n= 18) scoring 66-70 
and 6% (n= 7) scoring 71-75. The results are shown in Table and Figure 4.2.6. 
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Table 4.2.6 Summated student scores for the 20 attitude statements 
V (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
Range of 55-72 53 -73 56-72 49-72 49 -73 
scores 
Mean 63 62 61 59 61 
Median 62 62 61 59 61 
% of scores in intervals 
46-50 0% (n=O) 0% (n=O) 0% (n=O) 2% (n=l) 1 % (n=l) 
51-55 4% (n=l) 8% (n=2) 0% (n=O) 22% (n=lO) 11 %(n= 13) 
56-60 32% (n=9) 29% (n=7) 43% (n=lO) 36% (n=16) 35%(n= 42) 
61-65 32% (n=9) 37.5% (n=9) 35% (n=8) 29% (n=13) 32.5 % (n=39) 
66-70 25% (n=7) 17% (n=4) 17% (n=4) 7% (n=3) 15% (n=18) 
71-75 7% (n=2) 8% (n=2) 4% (n=l) 4% (n=2) 6% (n=7) 
Figure 4.2.6 Summated student scores for the 20 attitude statements 
~ 
8 
'" 
Strongly Positive -80 
71-75 
66-70 
61-65 
56-60 
51-55 
46-50 
Strongly negative -20 
r;",c;;4<.~?'· ~;;il 
I!;~.~ •. :/··:i .• ·;';~ · ..·.i;·;tTis;.tf ~ . •••.. ~;<;:;.:i~jl>0) 
1:/ •• :.,.:: •• ;$:.;:, .,'2':;;: ''i;~:;,:: :c:f·;:::;:·~;i:!· i: ~~·ii,:?:L.3: 
I;;~:;~:~·:f··' 'x,;·.: ;';,i. :;~~I 
tJ 
0% 5% 10% 15% 
Sir: •. );; ,.';:;'] 
::.i;:i ~:::,t~;;!!~~:~,f!;i •. :".;!:i:~;.t 
20% 25% 30% 35% 40% 
% students 
The results for each statement were analysed individually. This was carried out by 
allocating each attitude statement to one of the following three headings: 
• Students' attitudes to sleep as a curative medium; 
• Students' personal practices/beliefs; 
• Students' attitudes regarding sleep promotion and practice in hospitals. 
Students' attitudes to sleep as a curative medium 
As can be seen in Table and Figure 4.2.7, there was an overwhelmingly positive 
response to the notion of sleep as a curative medium with the vast majority of 
students either agreeing or strongly agreeing to the 5 statements in this category. 
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Table 4.2.7 Students' attitudes to sleep as a curative medium 
Strongly Agree Disagree Strongly No 
Agree Disagree answer 
Patients' sleep is vital to 88% 12% 0% (n=O) 0% (n=O) 0% 
their recovery (P) (n=106) (n=14) (n=O) 
Sleep is necessary for 66% 33% 1 % (n=1) 0% (n=O) 0% 
physical and mental (n=79) (n= 40) (n=O) 
restoration (P) 
Sleep is an important 80% 19% 1 % (n=1) 0% (n=O) 0% 
activity of living (P) (n=96) (n=23) (n=O) 
The following statements are negative therefore those strongly disagreeing/ 
disagreeing are indicating a more positive attitude 
The role of sleep in the 1% 1% 39% 57% 2.5% 
patients recovery is (n=1) (n=1) (n=47) (n=68) (n=3) 
over-rated (N) 
The importance of sleep 1% (n=!) 5% 67.5% 27% 0% 
as a curative medium is (n=6) (n=81) (n=32) (n=O) 
over-rated (N) 
The small numbers who indicated negative responses (between 0% and 7% (n= 8) in 
relation to each statement), did so generally in relation to the negatively worded 
statements and, given their responses to the other statements, the most likely 
explanation is that they misread the statement. 
Figure 4.2.7 Students' attitudes to sleep as a curative medium 
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95 
Students' personal practices and beliefs 
There were again largely positive responses to the five statements within this 
category as displayed in Table and Figure 4.2.8. 
Table 4. 2. 8 Students' personal practices and beliefs 
Strongly Agree Disagree Strongly 
Agree Disagree 
My knowledge about sleep helps 17.5% 62.5% 19% 0% 
me to promote patients' sleep (P) (n=21) (n=75) (n=23) (n=O) 
I prioritise my patient care to 10% 73% 17% 0% 
ensure that the patients' sleep (n=12) (n=88) (n=20) (n=O) 
needs are met (P) 
I see myself as an advocate for the 16% 68% 13% 1% 
promotion of sleep for patients (n=19) (n=82) (n=16) (n=l) 
(P) 
I consider myself to be an active 10% 67% 23% 0% 
promoter of hospital patients' (n=12) (n=80) (n=28) (n=O) 
sleep (P) 
I would never wake a patient up 26% 58% 16% 0% 
unless it was absolutely (n=31) (n=70) (n=19) (n=O) 
necessary(P) 
No 
answer 
1% 
(n=l) 
0% 
(n=O) 
2% 
(n=2) 
0% 
(n=O) 
0% 
(n=O) 
Ofthe students, 19% (n = 23) disagreed that their knowledge about sleep helps in 
their promotion of sleep, while 62.5% (n= 75) agreed and 17.5% (n= 21) strongly 
agreed. A total of 73% (n= 88) of students agreed and 10% (n= 12) strongly agreed 
that they prioritised care to ensure that patients' sleep needs were met with 17% (n= 
20) of the students disagreeing with this statement. Only 13% (n= 16) of the students 
disagreed and 1 % (n=l) strongly disagreed that they saw themselves as an advocate 
for sleep promotion, with 16% (n= 19) strongly agreeing and 68% (n=82) agreeing 
with this statement. A minority of students, 23% (n= 28) did not see themselves as 
active promoters of patients' sleep, while 67% (n= 80) of the students agreed and 
10% (n= 12) strongly agreed. In relation to the statement that they would never wake 
a patient up unless absolutely necessary, 58% (n= 70) of students agreed and 26% 
(n=31) strongly agreed, with only 16% (n= 19) disagreeing with this sentiment. 
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Figure 4.2.8 Students' personal practices and beliefs 
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Students' attitudes regarding sleep promotion and practice in hospitals 
Table 4.2.9 and Figures 4.2.9a and 4.2.9b show the responses of the students to the 
10 statements in this category. The most positive statement was disagreement that 
there is too much emphasis placed on sleep in hospital. A total of 72.5% (n= 87) of 
the students disagreed and 26% (n= 31) strongly disagreed with this notion. The 
second ranked statement was that of the importance of individualising patient care 
with respect to patients' sleeping habits; 44% (n= 53) strongly agreed, 52.5% (n=63) 
agreed and only 3% (n= 4) disagreed with this element of practice. The notion that 
patients should not need to sleep during the day as they have all night to sleep drew 
disagreement from 67.5% (n= 81) of the students with 27% (n= 32) strongly 
disagreeing. The majority of the students 52.5% (n= 63) agreed and 31 % (n=37) 
strongly agreed that patients should be able to sleep and wake when they want to, 
with only 15% (n= 18) of students disagreeing with the statement. There were 2 
statements concerning night sedation. With regard to these, 47% (n= 56) and 10% 
(n=12) of the students respectively agreed and strongly agreed that night sedation 
should only be used as a last resort, with 40% (n= 48) disagreeing and 2.5% (n= 3) 
strongly disagreeing. The majority of students (67.5 %, n= 81) disagreed that night 
sedation should be offered more freely, with 2.5% (n= 3) strongly disagreeing, while 
27.5% (n= 33) and 2.5% (n=3) respectively agreed and strongly agreed with this 
statement. Overall, 62.5% of students (n= 75) disagreed and 9% (n= 11) strongly 
disagreed with the notion that there are far more important things than sleep for a 
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patient's recovery, with 27% (n= 32) agreeing and 2% (n= 2) strongly disagreeing 
with this statement. Of the sample, 57% (n= 68) disagreed and 16% (n= 19) strongly 
disagreed that sleep must be thought of as secondary to the ward routine, with 22% 
(n= 27) agreeing and 4% (n= 5) strongly agreeing with this sentiment. Two of the 
most negatively viewed statements concerned the reality of sleep promotion practice 
within hospitals. In relation to the statement that it is impossible to promote sleep in 
hospitals, 57% (n= 68) of the sample disagreed, 12% (n= 14) strongly disagreed, 
27.5% (n= 33) agreed and 4% (n= 5) strongly agreed. The majority of the total 
sample agreed (64%, n= 77) or strongly agreed (18%, n= 22) that a lack of sleep is 
inevitable for patients during their stay in hospital, with 15% (n= 18) disagreeing and 
2.5% (n= 3) strongly disagreeing with this statement. 
Table 4.2.9. Students' attitudes to sleep promotion and practice in hospitals 
Rank order shown in bold Strongly Agree Disagree Strongly No 
Agree Disagree answer 
Patients should be entitled to 31% 52.5% 15% 0% 2% 
sleep and wake when they want (n=37) (n=63) (n=18) (n=O) (n=2) 
to (P) 4 
It is important to individualise 44% 52.5% 3% 0% 0% 
patient care with respect to (n=53) (n=63) (n=4) (n=O) (n=O) 
patients' sleeping habits (P) 2 
Night sedation should only be 10% 47% 40% 2.5% 1% 
used as a last resort (P) 9 (n=12) (n=56) (n=48) (n=3) (n=1) 
The following statements are negative therefore those strongly disagreeing! 
disagreeing are indicating a more positive attitude 
A lack of sleep is inevitable for 18% 64% 15% 2.5% 0% 
patients during their stay in (n=22) (n= 77) (n=18) (n=3) (n=O) 
hospital (N) 10 
Night sedation should be 2.5% 27% 67.5% 2.5% 1% 
offered more freely (N) 7 (n=3) (n=32) (n=81) (n=3) (n=l) 
There is too much emphasis 0% 2% 72.5% 26% 0% 
placed on the importance of (n=O) (n=2) (n= 87) (n=31) (n=O) 
sleep in hospital (N) 1 
It is impossible to promote 4% 27.5% 57% 12% 0% 
patients sleep in hospital (N) 8 (n=5) (n=33) (n=68) (n=14) (n=O) 
Patients have all night to sleep, 2.5% 3% 67.5% 27% 0% 
so they should not need to sleep (n=3) (n=4) (n=81) (n=32) (n=O) 
during the day (N) 3 
There are far more important 2% 27% 62.5% 9% 0% 
things than sleep for a patient's (n=2) (n=32) (n=75) (n=l1) (n=O) 
recovery (N) 6 
Sleep must be thought of as 4% 22% 57% 16% 1% 
secondary to ward routine (N) (n=5) (n=27) (n=68) (n=19) (n=l) 
5 
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Figure 4.2.9a Students' attitudes to sleep promotion and practice in hospitals (1) 
Far more important things than sleep for 
recovery 
Sleep must be secondary to ward routine 
Too much emphasis on slccp 
Impossible to promote sleep 
Lack of Sleep Inevitable 
0% 10% 20% 30% 40% 50% 60% 70% 800/0 90% 100% 
% Students 
ICStrooglyagrce ElAgree o Disagree []Stronglydisagrce IINoaoswer I 
Figure 4.2.9bStudents' attitudes to sleep promotion and practice in hospitals (2) 
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Q2 asked 'What are the stages of sleep?' The answers from the students are given in 
Table and Figure 4.2.10. Of the overall sample, 31 % (n= 37) gave no correct answer 
to this question, often leaving the section blank or inserting a question mark. There 
were differences between the HEIs, with 60% (n= 27) of the students from HEI Z 
giving no correct answer compared to 22% (n= 5) from HEI Y, 11 % (n= 3) from HEI 
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V and 8% (n= 2) from HEI X. None of the students correctly identified all the stages. 
However, 59% (n= 71) of the students named REM as one of the stages of sleep, 
with the range being from 27% (n= 12) from HEI Z to 92% (n= 22) from HEI X. 
Only 9% (n= 11) of the students were able to identify NREM, comprising 0% from 
HEI Z, 13% (n= 3) from HEI Y, 14% (n= 4) from HEI V and 17% (n= 4) from HEI 
X. Of the students, only 3% (n= 4) further identified Stages 1-4, comprising 4% (n= 
2) of the HEI Z students and 8% (n= 2) of the HEI X students. Of the total sample 
34% (n= 41) gave the answers of light and deep sleep. 
Table 4.2.10 Students' knowledge of the stages of sleep 
HEIV HEIX HEIY HEI Overall 
(n=28) (n= 24) (n=23) Z(n=45) (n=120) 
REM 86% 92% 57% 27% 59% 
(n=24) (n=22) (n=13) (n=12) (n=71) 
NREM 14% (n= 4) 17% (n=4) 13% (n=3) 0% (n=O) 9% (n=11) 
Stages 1-4 0% (n=O) 8% (n=2) 0% (n=O) 4% (n=2) 3% (n= 4) 
Light & 29% 33% 52% 29% 34% 
Deep Sleep (n=8) (n=8) (n=12) (n=13) (n=41) 
No correct 11% 8% 22% 60% 31% 
answer (n=3) (n=2) (n=5) (n=27) (n=37) 
Figure 4.2.10 Students' knowledge of the stages of sleep 
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Q3 asked the students 'What are the physiological signs associated with the different 
types of sleep?' The answers that might have been expected are given in figure 
4.2.l1a 
Figure 4.2.11a Answers for Q3 in the student nurse questionnaire 
Physiological Signs of NREM 
Stages I &2 Myoclonic jerks, heart rate (HR) and respiratory rate (RR) begin to 
fall, muscle relaxation 
Stage 3 Muscles relaxed, breathing even, blood pressure (BP), HR and RR 
are lowered 
Stage 4 Skeletal muscle tone greatly diminished, no body movements. HR 
diminished by 5-10%, BP by 20%, RR lowered but even. Body 
temperature drops. Bed wetting and sleep walking may occur. Prior 
to entering REM a series of gross body movements may be noted. 
Physiological signs of REM 
Rapid eye movements may be noted through closed eyelids. 
Twitching and jerky movements of face and extremities are present. 
Skeletal muscle tone is completely relaxed with paralysis of large 
muscles. HR, RR and BP all rise and become more variable. 
Table 4.2.11 and Figure 4.2.11 b show the answers that the students gave to this 
question. Of the sample, 47.5% (n= 57) were unable to identify any physiological 
signs of sleep at all. None of the students were able to relate or differentiate all the 
physiological signs of sleep to the stages of sleep. As can be seen from Table 4.2.11, 
REM, RR and HR changes were the most common answers given, comprising 38% 
(n= 46),27% (n= 32) and 13% (n= 16) of the student sample respectively. 
Table 4.2.11 Students' knowledge of the physiological signs of sleep 
v (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
REM 39% 58% 35% 29% 38% 
(n=ll) (n=14) (n=8) (n=13) (n=46) 
Twitching 4% (n=l) 0% (n=O) 4% (n=l) 9% (n=4) 5% (n=6) 
HR changes 18% (n=5) 17% (n=4) 22% (n=5) 4% (n=2) 13% (n=16) 
BP changes 14% (n=4) 0% (n=O) 9% (n=2) 0% (n=O) 5% (n=6) 
RR changes 39% (n=l1) 25% (n=6) 35% (n=8) 16% (n=7) 27% (n= 32) 
Temp.drops 7% (n=2) 8% (n=2) 0% (n=O) 0% (n=O) 3% (n=4) 
Restless 14% (n=4) 0% (n=O) 9% (n=2) 4% (n=2) 7% (n=8) 
No correct 39% 33% 52% 58% 47.5% 
answer (n=l1) (n=8) (n=12) (n=26) (n= 57) 
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Figure 4.2.11b Students' knowledge of the physiological signs of sleep 
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Q4 asked 'What are thought to be the functions of sleep?' Acceptable answers to this 
question are given in Figure 4.2.12a. The students' answers were categorised as 
shown in Table 4.2.12 and Figure 4.2.12b. The repair/healing category included 
answers such as recuperation and recovery from illness. The psychological 
restoration category incorporated answers concerning revitalisation of the mind, 
while the emotional adaptation category included answers stating laying down or 
processing of memories. Answers that were not accepted included the concepts of 
rest or recharging batteries as the literature clearly distinguishes between rest and 
relaxation and sleep. Of the students, 23% (n= 27) did not answer or gave an 
incorrect answer, 52% (n= 62) identified physical benefits only and 2% (n=2) 
psychological benefits only. A total of 24% (n=29) of the students gave both physical 
and psychological benefits of sleep. Of those who identified physical benefits, 49% 
(n= 59) identified repair/healing and 48% (n= 58) physical restoration. Only 2.5% 
(n=3) of students identified the release of growth hormone (GH). Of the 
psychological benefits, 16% (n= 19) of the students identified psychological 
restoration, 10% (n= 12) emotional adaptation and 7.5% (n=9) dreaming. 
Figure 4.2.12a Answers for Q4 in student nurse questionnaire 
Stages 3 & 4 physical maintenance, restoration and repair, release of GH and other 
hormones 
REM psychological restoration and emotional adaptation, dreaming sleep. 
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Table 4.2.12 Students' knowledge of the functions of sleep 
Answers V (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
No correct 14% 12.5% 4% 42% 22.5% 
answer given (n=4) (n=3) (n=1) (n=19) (n=27) 
Psychological 0% 0% 0% 4% 2% 
benefits only (n=O) (n=O) (n=O) (n=2) (n=2) 
Physical benefits 57% 54% 83% 31% 52% 
only (n=16) (n=13) (n=19) (n=14) (n=62) 
Physical and 29% 33% 13% 22% 24% 
psychological (n=8) (n=8) (n=3) (n=lO) (n=29) 
benefits 
Overall % of answers citing physical benefits as below) 77% (n=92) 
Repair !healing 61% 67% 57% 29% 49% 
(n=17) (n=16) (n=13) (n=13) (n=59) 
Physical 43% 42% 78% 40% 48% 
restoration (n=12) (n=lO) (n=18) (n=18) (n=58) 
Release of 4% 8% 0% 0% 2.5% 
hormones (GH) (n=l) (n=2) (n=O) (n=O) (n=3) 
Overall % of answers citing psychological benefits ( as below) 26% (n=31) 
Psychological 14% 25% 13% 13% 16% 
restoration (n=4) (n=6) (n=3) (n=6) (n=19) 
Emotional 11% 25% 0% 7% 10% 
adaptation (n= 3) (n=6) (n=O) (n= 3) (n=12) 
Dreaming 11% 12.5% 0% 7% 7.5% 
(n=3) (n=3) (n=O) (n=3) (n=9) 
Figure 4.2.12b Students' knowledge of the functions of sleep 
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Q5 asked 'How long is an average sleep cycle?' The students' responses are given in 
Table and Figure 4.2.13. Of the overall sample, only 1 % (n= 1) gave the correct 
answer. The answer of under one hour was given by 9% (n= 11) of the students, with 
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7.5% (n= 9) stating 1 or 2 hours, showing that they had some notion of the length of 
a sleep cycle. However, 79% (n= 95) ofthe students' answers fell in the above 2 
hours category while 3% (n=4) of the students gave no answer to the question. 
Table 4.2.13 Students' knowledge about the length of the sleep cycle 
v (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
90 minutes 4% (n=l) 0% (n=O) 0% (n=O) 0% (n=O) 1% (n=1) 
(correct answer) 
1 or 2 hours 7% 12.5% 4% 7% 7.5% 
(n= 2) (n=3) (n=l) (n=3) (n=9) 
< 1 hour 18% 8% 0% 9% 9% 
(n= 5) (n=2) (n=O) (n=4) (n=11) 
> 2hours 68%(n=1 75% 96% 80% (n= 79% 
9) (n=18) (n=22) 36) (n=95) 
No answer given 4% (n=1) 4% (n=l) 0% (n=O) 4% (n=2) 3% (n= 4) 
Figure 4.2.13 Students' knowledge about the length of the sleep cycle 
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Q6 asked 'How may sleep deprivation occur? (i.e. with reference to sleep cycles). 
The two correct answers are interruption of sleep during the sleep cycle and 
getting less sleep than normal (i.e. not completing the usual amount of sleep cycles). 
In collating the students' answers regarding interruption of sleep cycles, acceptable 
responses included the notions of constantly waking during light sleep and not 
getting into a deep sleep pattern. As can be seen in Table and Figure 4.2.14, only 
2.5% (n= 3) of the students gave both correct answers, all from HEr X. A minority of 
104 
the students 27.5% (n= 33) were correctly able to identify interruption of sleep 
during a sleep cycle, with only 2.5% (n=3) identifying completing less sleep cycles 
than normal. Incorrect answers were given by 57% (n=68) ofthe students, while 16% 
(n = 19) of the total sample did not answer question. 
Table 4.2.14 Students' knowledge of how sleep deprivation occurs 
v (n=28) X (n= 24) Y (n=23) Z (n=45) 
Interruption of sleep 36% 71% 17% 4% 
during sleep cycle (n=lO) (n=17) (n=4) (n=2) 
Completing less 0% 12.5% 0% 0% 
sleep cycles than (n=O) (n=3) (n=O) (n=O) 
normal 
Gave both correct 0% 12.5% 0% 0% 
answers (as above) (n=O) (n=3) (n=O) (n=O) 
Did not answer 11% 8% 13% 24% 
question (n=3) (n=2) (n=3) (n=l1) 
Only gave other 54% 21% 70% 71% 
factors- e.g. noise, (n=15) (n=5) (n= 16) (n=32) 
pain, 
Figure 4.2.14 Students' knowledge of how sleep deprivation occurs 
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Q 7 asked 'What are the signs of sleep deprivation?' In collating the answers, a grid 
of the commonly agreed signs from the literature was used, as shown in Table 4.2.15. 
All answers outwith the accepted signs of sleep deprivation were put in an 'other' 
category and these largely pertained to physical signs such as loss of appetite, nausea 
and pale skin. As the students' answers often did not use the exact terminology, their 
responses were put into the category closest in meaning, as shown in Figure 4.2.15a. 
Figure 4.2.1Sa Categorisation of answers to Q7 for the student nurses 
Category Examples of answers accepted 
Low concentration 0 lack of alertness 
0 impaired cognitive function 
Lack of co-ordination 0 delayed or slow reactions. 
Dep!ession 0 low mood 
Irritability 0 short tempered 
0 bad mood, 
Apathy !lethargy 0 sluggish behaviour 
0 lack of energy 
0 lack of interest 
The students' answers are shown in Table 4.2.15 and Figure 4.2.15b along with how 
many signs they were correctly able to identify. Generally the signs that the students 
identified were low grade, commonly seen after 1 of 2 nights of broken or shortened 
sleep. Only 2.5% (n=3) of the students were unable to give any correct answers, with 
10% (n=12) able to identify 1 sign of sleep deprivation. In total, 30% (n=36) and 
31 % (n= 37) identified 2 and 3 signs respectively, with 19% (n= 23) identifying 4 
signs of sleep deprivation. Of the overall sample 5% (n= 6) of the students correctly 
answered 5 correct signs, with 2% (n= 2) and 1 % (n= 1) respectively identifying 6 
and 7 signs. As can be seen from Table 4.2.15, the five most commonly identified 
signs of sleep deprivation were irritability (65%, n= 78), general physical signs 
(52%, n= 62), fatigue (45%, n= 54), apathy!lethargy (41 %, n= 49) and a decrease in 
concentration (39%, n= 47). Less commonly identified signs included agitation 
(19%, n= 23), mood swings (17%, n= 20), depression and confusion (both 12%, 
n= 14) and anxiety and a decrease in co-ordination (both 9%, n= 11). The least 
commonly identified signs of sleep deprivation were hallucinations (7%, n= 8), 
feelings of persecution (2.5%, n= 3), aggression and disorientation (2% each, n= 2) 
and a decrease in pain threshold (1 %, n=I). 
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Table 4.2.15 Students' knowledge of the signs of sleep deprivation 
v (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
Irritability 57% 42% 91% 69% 65% 
(n=16) (n=lO) (n=21) (n=31) (n=78) 
Other - physical 61% 25% 52% 60% 52% 
signs (n=17) (n=6) (n=12) (n=27) (n=62) 
Fatigue 21% 54% 57% 49% 45% 
(n=6) (n=13) (n=13) (n=22) (n=54) 
ApathylLethargy 50% 37.5% 35% 40% 41% 
(n=14) (n=9) (n=8) (n=18) (n=49) 
Decrease in 54% 54% 30% 27% 39% 
Concentration (n=15) (n=13) (n=7) (n=12) (n=47) 
Agitation 29% 25% 0% 20% 19% 
(n=8) (n=6) (n=O) (n=9) (n=23) 
Mood swings 25% 12.5% 13% 16% 17% 
(n=7) (n=3) (n=3) (n=7) (n=20) 
Depression 14% 4% 9% 16% 12% 
(n=4) (n=l) (n=2) (n=7) (n=14) 
Confusion 0% 37.5% 9% 7% 12% 
(n=O) (n=9) (n=2) (n=3) (n=14) 
Anxiety 11 %(n=3) 21 %(n=5) 9% (n=2) 2% (n=1) 9% (n=l1) 
Decrease co- 21 %(n=6) 4% (n=1) 9% (n=2) 4% (n=2) 9% (n=l1) 
ordination 
Hallucinations 11% (n=3) 12.5% 0% (n=O) 4% (n=2) 7% (n=8) 
(n=3) 
Feelings of 4% (n=l) 0% (n=O) 4% (n=l) 2% (n=l) 2.5% (n=3) 
persecution 
Aggression 0% (n=O) 8% (n=2) 0% (n=O) 0% (n=O) 2% (n=2) 
Disorientation 4%(n=1) 0% (n=O) 4% (n=l) 0% (n=O) 2% (n=2) 
Decrease in pain 4% (n=l) 0% (n=O) 0% (n=O) 0% (n=O) 1% (n=1) 
threshold 
No correct 0% (n=O) 0% (n=O) 4% (n=l) 4% (n=2) 2.5% (n=3) 
answer gIven 
1 correct answer 4% 12.5% 13% 11% 10% 
(n=l) (n=3) (n=3) (n=5) (n=12) 
2 correct answers 36% 21% 26% 33% 30% 
(n=lO) (n=5) (n=6) (n=15) (n=36) 
3 correct answers 32% 25% 30% 33% 31% 
(n=9) (n=6) (n=7) (n=15) (n=37) 
4 correct answers 21% 25% 17% 16% 19% 
(n=6) (n=6) (n=4) (n=7) (n=23) 
5 correct answers 0% (n=O) 17% (n=4) 9% (n=2) 0% (n=O) 5% (n=6) 
6 correct answers 4% (n=l) 0% (n=O) 0% (n=O) 2% (n=1) 2% (n=2) 
7 correct answers 4% (n=l) 0% (n=O) 0% (n=O) 0% (n=O) 1% (n=1) 
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Figure 4.2.1Sb Students' knowledge of the signs of sleep deprivation 
Q8 asked 'What, in your opinion, are the main causes of sleep disruption in hospital 
patients?' The categories were derived from the students' answers as shown in Table 
and Figure 4.2.16. A majority of 97% (n=116) of the students identified noise as the 
main cause of sleep disruption. Specific noise related factors mentioned were: other 
patients (57%, n= 68); staff talking (42.5% n= 51) and moving about (23% n= 28); 
equipment (27.5%, n= 33) and telephone and buzzer noises (12%, n= 14 and 9%, 
n=11) respectiVely. After noise related factors, 48% (n= 58) of the students identified 
ward routine and procedures as main causes of sleep disruption and 42% (n= 50) 
cited having lights on throughout the night as being disruptive to sleep. Pain was 
given as a sleep disrupting factor by 40% (n= 48) of the students, with being in a 
strange environment identified by 38% (n= 46) and anxiety/worry by 28% (n= 34). 
The students also mentioned uncomfortable beds and bedding (27%, n= 32), 
temperature of the ward/unit (18%, n= 22), admissions throughout the night (11 %, 
n=13), disruption of the patient's normal routine and smells (both 7%, n=8) and 
hunger and missing a partner (4% each, n=5). Other answers included lack of 
privacy, visitors, the patients' illness/condition (all with 3%, n= 4) and disruption by 
doctors (2.5%, n=3). Ofthe sample, 1 % (n=l) did not answer. 
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Table 4.2.16 Students' opinions on the main causes of sleep disruption in 
h ·tal f t OSpl pa len s 
V (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
Noise 96% 100% 96% 96% 97% 
Specific (n=27) (n=24) (n=22) (n= 43) (n=116) 
factors given -
• Other 68% 67% 35% 56% 57% 
Patients (n=19) (n=16) (n=8) (n=25) (n=68) 
• Staff 79% 42% 17% 33% 42.5% 
talking (n=22) (n=lO) (n=4) (n=15) (n=51) 
• Equipment 50% 29% 22% 16% 27.5% 
(n=14) (n=7) (n=5) (n=7) (n=33) 
• Staff 36% 17% l3% 24% 23% 
moving (n=lO) (n=4) (n=3) (n=ll) (n=28) 
about 36% 4% 4% 4% 12% 
• Telephone (n=lO) (n=l) (n=l) (n=2) (n=14) 
29% 4% 0% 4% 9% 
• Buzzers (n=8) (n=l) (n=O) (n=2) (n=l1) 
Routine/ 43% 50% 52% 49% 48% 
Procedures (n=12) (n=12) (n=12) (n=22) (n=58) 
Lighting 39% 50% 52% 33% 42% 
(n=ll) (n=12) (n=12) (n=15) (n=50) 
Pain 43% 33% 48% 38% 40% 
(n=12) (n=8) (n=ll) (n=17) (n=48) 
Strange 57% 21% 35% 38% 38% 
environment (n=16) (n=5) (n=8) (n=17) (n=46) 
Anxiety/worry 33% 21% 26% 33% 28% 
(n=8) (n=5) (n=6) (n=15) (n=34) 
Uncomfortabl 32% 21% 22% 29% 27% 
e bed/bedding (n=9) (n=5) (n=5) (n=13) (n=32) 
Temperature 29% 29% 22% 4% 18% 
of ward/unit (n=8) (n=7) (n=5) (n=2) (n=22) 
Admissions 18% 4% 9% 11% 11% 
(n=5) (n=l) (n=2) (n=5) (n=13) 
Disruption of 0% 8% 17% 4% 7% 
normal routine (n=O) (n=2) (n=4) (n=2) (n=8) 
Smells 18% 0% 9% 2% 7% 
(n=5) (n=O) (n=2) (n=l) (n=8) 
Hunger 4%(n=1) 8%(n=2) 9%(n=2) 0% (n=O) 4% (n=5) 
Missing a 0% (n=O) 0% (n=O) 0% (n=O) 11 %(n=5) 4% (n=5) 
partner 
Lack of 0% (n=O) 0% (n=O) 4%(n=l) 7%(n=3) 3% (n=4) 
privacy 
Visitors 0% (n=O) 8%(n=2) 4%(n=l) 2% (n=l) 3% (n=4) 
Condition! 4%(n=l) 4%(n=1) 0% (n=O) 4%(n=2) 3% (n=4) 
illness 
Doctors 4%(n=1) 4%(n=l) 0% (n=O) 2% (n=l) 2.5% (n=3) 
No Answer 0% (n=O) 0% (n=O) 0% (n=O) 2%(n=l) 1 % (n=l) 
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Figure 4.2.16 Students' opinions on the main causes of sleep disruption in 
hospital patients 
Temperature of unit ~ ___ ::"""";...J 
Noise 
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Q9 asked 'what, in your opinion, are the main nursing actions that could be taken to 
help patients to sleep?' The students were asked to list these in order of importance. 
A simple scoring system was devised to rank the actions with 5 points were given to 
every first stated action, then 4,3,2 and 1. (If more than 5 answers were given, 1 
point was also given to the answers below that of the fifth). The categories were 
derived from the students' answers with some categories formulated from terms 
close in meaning as shown in Figure 4.2.17a. Some categories were relatively simple 
and homogenous, while others encompassed a number of related actions. 
Figure 4.2.17a Categorisation of answers to Q9 for students 
Category Examples of answers accepted 
Prioritise care 0 assess need for observations 
0 delay breakfast if necessary 
0 group tasks together 
Patient comfort 0 bedding, pillows and position 
0 hot milky drinks, toileting 
0 settling the patient for the night. 
Reassurance 0 talking to patient, 
0 communication 
0 alleviation of worries. 
The results are shown in Table 4.2.17 and Figure 4.2. 17b, with the top 8 answers 
shown in bold in the table. Reducing noise was the top action given, with some 
students giving specific activities and others recommending a general reduction in 
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noise. Patient comfort, prioritisation of care and appropriate lighting were the next 
three nursing actions advocated, with reassurance, pain relief and assessment of 
normal sleep patterns and needs making up the final three of the top eight actions. 
Table 4.2.17 Students' opinions regarding the main nursing actions to promote 
I seep 
Answers & Points with RElV RElX RElY RElZ Total 
number (n) of times 
stated in brackets 
Keeping noise down 73 86 59 80 298 
plus (n= 17) (n= 19) (n=12) (n=19) (n=67) 
Quiet shoes 16 (n=5) 3 (n=l) 4 (n=l) o (n=O) 23 (n= 7) 
Talking softly 16 (n=5) 4 (n=l) o (n=O) 15 (n=3) 35 (n=9) 
Moving noisy patients 14(n=4) 8 (n=8) o (n=O) 17 (n=5) 39 (n=17) 
Keeping buzzer Iringer 14 (n=5) 6 (n=2) o (n=O) 3 (n=l) 23 (n=8) 
noise down 
Limiting staff 16 (n=4) o (n=O) o (n=O) o (n=O) 16 (n=4) 
movement 
No admission 6 (n=3) o (n=O) o (n=O) o (n=O) 6 (n=3) 
during the night 
Answer call bells 6 (n=4) o (n=O) o (n=O) 3 Cn=l) 9 (n=5) 
promptly 
Reducing Noise 161 107 63 118 449 
category total (n=47) (n=31) (n=13) (n=29) (n= 120) 
Patient Comfort 51 23 33 45 152 
(n=15) (n=9) (n=9) (n=12) (n=45) 
Prioritising Care 39 20 20 48 127 
(n=lO) (n=5) (n=5) (n=ll) (n=31) 
Appropriate Lighting 35 42 31 18 126 
(n=l1) (n=l1) (n=8) (n=5) (n=35) 
Reassurance 17 0 25 60 102 
(n=6) (n=O) (n=7) (n=15) (n=28) 
Pain Relief 22 (n=5) 13 (n=5) 25 (n=7) 25 (n=7) 85 (n=24) 
Assess normal sleep 10 (n=3) 19 (n=5) 4 (n=l) 26 (n=7) 59 (n=16) 
patterns/needs 
Night Sedation 3 (n=2) 14 (n=4) 12 (n=4) 23 (n=7) 52 (n=17) 
Awareness /Knowledge 13 (n=4) 9 (n=3) 7 (n=2) 15 (n=3) 44 (n=12) 
of Sleep Promotion 
Allow Patients to sleep o (n=O) 8 (n=2) 10 (n=2) 14 (n=3) 32 (n=7) 
when they want to 
Quiet Hour 6 (n=2) o (n=O) 4 (n=l) 8 (n=2) 18 (n=5) 
Provide privacy 1 (n=l) o (n=O) o (n=O) 11 (n=3) 12 (n=4) 
Assess quality of sleep o (n=O) 5 (n=l) o (n=O) 7 (n=2) 12 (n=3) 
Relaxation 8 (n=4) o (n=O) o (n=O) o (n=O) 8 (n=4) 
Other answers given Ear plugs, exercise, maintaining equipment, including 
(not scored or 'rickety commodes' 
categorised) 
No answer 3% (n=4) 
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Table 4.2.17b Students' opinions regarding the main nursing actions to promote 
sleep 
Night Sedation 
Assess Sleep Needs 
Pain Relief 
Reassurance 
Prioritising Care 
Patient Comfan 
Reducing Noise 
50 100 150 200 250 
Scoring Scale 
300 350 400 450 500 
Q 1 0 asked 'How well do you think sleep is promoted in hospitals in which you have 
worked during your training?' The students were asked to indicate their response 
using a Likert scale ranging from not well promoted to very well promoted with the 
category of 'variable' also being an option. The students' opinions are shown in 
Table and Figure 4.2.18. Ofthe sample, 47.5% (n= 57) thought that sleep was not 
well promoted, 37% (n=44) quite well promoted and 7% (n= 8) that it was well 
promoted. Only 2% (n= 2) indicated that sleep was very well promoted while 7.5% 
(n=9) thought that sleep promotion was variable. 
Table 4.2.18 Students' opinions on how well sleep is promoted in hospitals 
V (n=28) X (n= 24) Y (n=23) Z (n=12) Overall 
(n=120) 
Very well 4%(n=1) 0% (n=O) 0% (n=O) 2% (n=l) 2% (n=2) 
promoted 
Well P!omoted 7%(n=2) 4% (n=l) 9% (n=2) 7% (n=3) 7% (n =8) 
Quite well 43% 46% 17% 38% 37% 
promoted (n=12) (n=l1) (n=4) (n=17) (n=44) 
Not well 39% 50% 57% 47% 47.5% 
promoted (n=l1) (n=12) (n=13) (n=21) (n=57) 
Variable 7%(n=2) 0% (n=O) 17% (n=4) 7% (n=3) 7.5% (n=9) 
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Figure 4.2.18 Students' opinions on how well sleep is promoted in hospitals 
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Q 11 asked 'In your opinion, how well is sleep taught overall in your programme?' 
Options ranging from very well taught to not covered. A collation of the students' 
answers is given in Table and Figure 4.2.19. The majority of 51 % (n= 61) of the 
students indicated that the topic of sleep was not well covered in their programme of 
education. Of the remainder, 23% (n= 28) indicated that the topic was not covered, 
while 19% (n= 23) thought that sleep was fairly well taught and 6% (n= 7) that it was 
well taught. No -one thought that it was very well taught. 
Table 4.2.19 Students' opinions on how well sleep was covered in their 
programme 
% students V (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
byHEI7 (n=120) 
Very well 0% (n=O) 0% (n=O) 0% (n=O) 0% (n=O) 0% (n=O) 
taught 
Well taught 4% (n=l) 25% (n=6) 0% (n=O) 0% (n=O) 6% (n=7) 
Fairly well 36% 33% 9% 7% 19% 
taught (n=lO) (n=8) (n=2) (n=3) (n= 23) 
Not well 54% 29% 57% 58% 51% 
taught (n=15) (n=7) (n=13) (n=26) (n=61) 
Not covered 7% 8% 35% 36% 23% 
(n=2) (n=2) (n=8) (n=16) (n=28) 
No answer 0% (n=O) 4% (n=l) 0% (n=O) 0% (n=O) 1% (n=1) 
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Figure 4.2.19 Students' opinions on how well sleep was covered in their 
programme 
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Q12 asked 'In your opinion, how important is a nurses' understanding of sleep in 
helping patients sleep?' The students were given four options from not important to 
very important and the collated responses can be seen in Table and Figure 4.2.20. Of 
the overall sample, 55% (n=66) thought that a nurse's understanding of sleep was 
very important in helping patients sleep, with 32.5% (n= 39) considering it to be 
important and 11 % (n= 13) quite important. None of the students thought it was not 
important, with 2% (n= 2) of the sample not answering. 
Table 4.2.20 Students' opinions on importance of understanding of sleep for 
f prac Ice 
V (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
Very 64% 54% 61% 47% 55% 
important (n=18) (n=13) (n= 14) (n=21) (n=66) 
Important 29% 37.5% 26% 36% 32.5% 
(n=8) (n=9) (n=6) (n=16) (n=39) 
Quite 7% (n=2) 8% (n=2) 13% (n=3) 13% (n=6) 11% 
important (n=13) 
Not 0% (n=O) 0% (n=O) 0% (n=O) 0% (n=O) 0% (n=O) 
important 
No answer 0% (n=O) 0% (n=O) 0% (n=O) 4% (n=2) 2% (n=2) 
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Figure 4.2.20 Students' opinions on importance of understanding of sleep for 
practice 
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Q 13 asked 'What qualities and skills do you feel that nurses require to help patients 
sleep?' The categories were derived from the students' answers, with those answers 
close in meaning collapsed into single categories as shown in Figure 4.2.21 a 
Figure 4.2.21a Categorisation of answers to Q13 for student nurses 
Category Examples of answers accepted 
Empathy/compassion 0 thoughtfulness 
0 sympathy 
0 putting themselves in the patient's place 
Consideration /understanding 0 courtesy 
0 respect 
0 kindness and caring 
Prioritisation 0 organisational skills 
Communication 0 Reassurance 
0 ability to discuss patients concerns with them 
0 listening 
Other answers given, but not tabulated due to small numbers, included calmness, 
honesty, flexibility, common sense, experience and the power to change things. The 
collated answers from the students are shown in Table 4.2.21 and Figure 4.2.21b. A 
total of 32.5% (n= 39) thought that the notion of empathy/compassion was important, 
with consideration/understanding and communication being mentioned by 22.5% (n= 
27) and 19% (n= 23) respectively. Knowledge of sleep and knowledge of the 
patients' sleep needs and habits were highlighted by 17% (n=20) of the students, 
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with 16% (n= 19) mentioning knowledge of sleep promoting factors and 7% (n= 8) 
knowledge in general. Other qualities/skills that were seen as important were the 
prioritisation of care (5%, n=6), relaxation techniques (5%, n=6) and assessment 
skills (4%, n=5). 
T bi 4 2 21 St d t' . rti a e . . u en s vIews on qua I es an d k'll t h I f t I SIS 0 elp pa len s seep 
V (n=28) X (n=24) Y (n=23) Z (n=45) Overall 
(n=120) 
Empathy/ 36% 33% 39% 27% 32.5% 
compassIOn (n=lO) (n=8) (n=9) (n=12) (n=39) 
Considerate/ 39% 17% 26% 13% 22.5% 
Understanding (n=ll) (n=4) (n=6) (n=6) (n=27) 
Communication 14% 17% 26% 20% 19% 
(n=4) (n=4) (n=6) (n=9) (n=23) 
Knowledge of sleep 18% 21% 26% 9% 17% 
(n=5) (n=5) (n=6) (n=4) (n=20) 
Knowledge of 18% 21% 26% 9% 17% 
patients needs and (n=5) (n=5) (n=6) (n=4) (n=20) 
habits 
Knowledge of sleep 25% 8% 9% 18% 16% 
promoting factors (n=7) (n=2) (n=2) (n=8) (n=19) 
Know led~e - general 7% (n=2) 8% (n=2) 4% (n=l) 7% (n=3) 7% (n=8) 
Prioritisation of 11% 8% 0% 2% 5% 
Care (n=3) (n=2) (n=O) (n=l) (n=6) 
Assessment skills 4% (n=l) 8% (n=2) 4% (n=l) 2% (n=l) 4% (n=5) 
Relaxation 0% (n=O) 4% (n=1) 4% (n=l) 9% (n=4) 5% (n=6) 
techniques 
No answer given 0% (n=O) 0% (n=O) 0% (n=O) 4% (n=O) 2% (n=2) 
Figure 4.2.21b Students' views on qualities and skills to help patients sleep 
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Q14 asked 'What, if anything, do you feel should be included in student nurse 
education to help promote patients' sleep?' The categories shown in Table 4.2.22 and 
Figure 4.2.22b were derived from the students' answers. Figure 4.2.22a demonstrates 
the types of answer in each categories encompassing wide areas of content. 
Figure 4.2.22a Categorisation of answers for Q14 for student nurses 
Category Examples of answers accepted 
Process of sleep 0 patterns, stages and cycles of sleep 
0 physiology of sleep. 
Benefits/need for sleep 0 importance of sleep 
Sleep promotion 0 how to practice quietly 
0 tips on avoiding waking patients 
0 how to assist patients to sleep 
0 measures to improve the quality of sleep 
0 emphasising changes which are practical to use on the 
ward which could be implemented with the co-
operation of all staff to help patients achieve good 
quality sleep 
0 teaching of ways we as nurses can adapt to promote 
patients sleep in a ward environment' . 
Practice based learning 0 portfolios in practice, 
0 workshops, 
0 using patients to share experiences 
0 experiential learning - e.g. students lying in beds for a 
period 
0 the use of sleep diaries. 
Some answers were not tabulated due to small numbers, including sleep disorders 
and a better understanding of sleep and its importance. Of the students, 32.5% (n=39) 
felt that the benefits of sleep should be included in student nurse education on sleep, 
with 26% (n=31) considering that aspects of sleep promotion should be included. A 
total of 22% (n= 26) of the sample advocated the sleep process for inclusion, with 
18% stating that sleep deprivation content should be delivered in pre-registration 
education. Other answers included more input generally (14%, n= 17), 
complementary therapies (7%, n= 8), practice based learning (7%, n=8) and sleep 
medication (6%, n= 7). 
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Table 4.2.22 Students' views on sleep content for student nurse education 
v (n=28) X (n= 24) Y (n=23) Z (n=45) Overall 
(n=120) 
Benefits/ 32% 12.5% 52% 33% 32.5% 
need for sleep (n=9) (n=3) (n=12) (n=15) (n=39) 
Sleep 29% 33% 26% 20% 26% 
promotion (n=8) (n=8) (n=6) (n=9) (n=31) 
Sleep process 25% 4% 30% 24% 22% 
(n=7) (n=l) (n=7) (n=ll) (n=26) 
Sleep 21% 8% 30% 16% 18% 
deprivation (n=6) (n=2) (n=7) (n=7) (n=22) 
More input 7% 12.5% 13% 20% 14% 
generally (n=2) (n=3) (n=3) (n=9) (n=17) 
Complementary 7% 12.5% 9% 2% 7% 
therapies (n=2) (n=3) (n=2) (n=1) (n= 8) 
Practice based 11% 8% 0% 7% 7% 
learning (n=3) (n=2) (n=O) (n=3) (n=8) 
Sleep 14% 8% 4% 0% 6% 
medication (n=4) (n=2) (n=1) (n=O) (n=7) 
No answer 0% 25% 4% 7% 8% 
given (n=O) (n=6) (n=1) (n=3) (n=10) 
Figure 4.2.22b Students' views on sleep content for student nurse education 
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Q 15 asked 'what, if anything, do you think you would like to see included on sleep 
in any courses/study days you undertake once you have qualified?' The same 
categories developed in Q14 were used. Answers given, but not tabulated due to 
small numbers included more awareness and training days, pain management, role of 
sleep clinics and research. Of the students, 25% (n= 30) felt that they would like to 
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have input on sleep promotion specifically, with 22.5% (n=27) answering the 
benefits/need for sleep. The sleep process and sleep deprivation were each cited by 
14% (n= 17) of students, with 12.5% (n=15) stating thatthey would like more input 
generally. Other answers included complementary therapies (7.5%, n=9), sleep 
medication (7%, n=8) and practice learning (6%, n= 7). 
Table 4.2.23 Students' views on sleep content in post-registration education 
v X Y Z Overall 
(n=28) (n= 24) (n=23) (n=45) (n=120) 
Sleep promotion 43% 29% 22% 13% 25% 
(n=12) (n=7) (n=5) (n=6) (n=30) 
Benefits/need for 29% 8% 35% 20% 22.5% 
sleep (n=8) (n=2) (n=8) (n=9) (n= 27) 
Sleep process 21% 8% 17% 11% 14% 
(n=6) (n=2) (n=4) (n=5) (n=17) 
Sleep deprivation 4% 4% 30% 18% 14% 
(n=1) (n=1) (n=7) (n=8) (n=17) 
More input 7% 8% 13% 18% 12.5% 
generally (n=2) (n=2) (n= 3) (n=8) (n=15) 
Complementary 7% 17% 4% 4% 7.5% 
therapies (n=2) (n=4) (n=1) (n=2) (n=9) 
Sleep medication 11% 8% 9% 2% 7% (n=8) 
(n=3) (n=2) (n=2) (n=1) 
Practice based 4% 4% 13% 4% 6% 
learning (n=1) (n=l) (n=3) (n=2) (n=7) 
No answer given 21% 29% 13% 31% 25% 
(n=6) (n=7) (n=3) (n=14) (n=30) 
Figure 4.2.23 Students' views on sleep content in post-registration education 
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The final section asked for any other comments and 22.5% (n= 27) of the students 
did offer further thoughts. These were collated into three main categories as follows. 
Importance of sleep 
Several students commented on how important they felt sleep was: 
I feel it is good to recognise the importance of sleep in recovery and am 
glad to see research in this being carried out (V13) 
Sleep is an important element in nursing. Failure to provide a conducive 
environment for sleep is an omission of a serious role of the nurse (V20) 
This is an area that is not addressed as it should be, patients have been 
deprived of sleep in hospitals for years and I see little evidence during 
my time on wards to indicate that this topic is being addressed even 
though I read literature that clearly indicates that sleep is an important 
daily activity for all individuals (Y20) 
Educational aspects 
Comments in this category related to the student's own know ledge or their 
programme input. Several students commented on their lack of knowledge of, or 
insight into, the subject of sleep and sleep promotion. Typical comments were: 
I vaguely remember having a lecture on sleep but can't remember 
anything about it (XlO) 
I hadn't given much thought to this before (X22) 
Very interesting, not aware that I knew so little about the sleep cycle. Has 
provoked me to look it up! (Y9) 
The questionnaire has made me think about a subject that hadn't really 
entered my head before. It is a subject that does need looking at (Z17) 
After completing this questionnaire I realised I really have little insight 
into the importance/value of sleep, sleep patterns and cycles. And have 
had no training in this area (Z25). 
The students commenting on their programmes were generally negative: 
Course material covered sleep adequately and at the time I found it 
interesting. However when taught at the beginning of the course as a 
subject likely to be included in a written examination it was learned by 
'rote' and has obviously, in my case, not been retained! (Xl) 
As sleep is one of the activities of daily living, and the tutors are always 
stressing the importance of knowing this topic, they have never covered 
the importance of sleep promotion in the care of clients (Z23) 
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I felt I didn't understand some of the questions mainly because we have 
not covered sleep on this course. It is not a topic that has been discussed 
before (Z32) 
Practical Aspects of Sleep Promotion 
The students' comments in this category were either concerned with the difficulties 
involved in promoting sleep, commonly ward routine and task orientated care, or 
further thoughts on what might help in sleep promotion. Typical comments were: 
It would be good to see alternative methods offered to patients to help 
them sleep instead of medication - like ear plugs (V8) 
Patients should not be woken routinely unless necessary - i.e. - 6.30 for 
routine obs is totally unnecessary. Obviously cannot be left to sleep too 
late but along patients normal routine may encourage better sleep (V16) 
I feel sleep is an important part of patient recovery. I also feel however 
that it can be very difficult to promote sleep when nursing interventions 
are taking place throughout the night. I also feel to wake patients at 
6.30am is cruel but I have heard nurses commenting that there are many 
things to do in the shifts which is true! You can't win either way (V26) 
Ear plugs should be offered before sedation as they are cheaper and safer 
than sedation (V24) 
I may have the knowledge, but feel unable to do the things to promote 
patients sleep habits due to other reasons - i.e. - ward routine (X18) 
Hospital and nursing homes do seem to forget that patients need to sleep. 
Routine seems to take priority (X19) 
I feel that this is an area that is overlooked, despite trying to promote this 
out in practice, it is not always possible due to jobs needing to be done. I 
would like to be able to assist patients more and am willing to learn (Z7) 
On my current placement we have now introduced a 'quiet hour' between 
1.30pm and 2.30pm - no visitors or doctors/domestics etc allowed. The 
lights are turned off, curtains drawn - phone calls diverted to office. I 
find it is working really well- all patients ... go to sleep and rest. It 
seems to be working really well (Z40) 
This section has detailed the findings of the student nurse questionnaire analysis. 
The next section gives the results of the Phase 3 registered nurse questionnaires. 
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4.3. Phase 3 questionnaire results 
This section details the findings of the analysis of the Phase 3 registered nurse 
questionnaires (n= 98); registered nurses attending modules on care of the elderly 
(n= 51) and critical care based modules (n=47) completed questionnaires. The data 
are displayed as a total and with reference to each speciality for information. The 
intention of the current study was to address the picture of the overall sample, but 
reference is made to some of the differences between the 2 groups of participants 
where appropriate. 
A profile of the registered nurses is given below in Tables and Figures 4.3.1 - 4.3.5. 
As can be seen, a mix of female and male registered nurses participated. There was a 
spread of ages, with the majority of the critical care participants tending to be 
younger than those attending the care of the elderly modules. 
Table 4.3.1 Gender profile of the registered nurses 
Female Male 
Care of the Elderly n= 51 92% (n= 47) 8% (n=4) 
Critical Care n=47 83% (n=39) 17% (n=8) 
Overall n=98 88% (n= 86) 12% (n=12) 
Figure 4.3.1 Gender profile of the registered nurses 
Critical Care 
Care of the Elderly 
Overall 
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Table 4.3.2 Age profile of the registered nurses 
Age in years -7 20 - 30 31- 40 41 - 50 over 50 
Care of the Elderly 12% (n=6) 27%(n=14) 47% (n=24) 14% (n=7) 
(n=51) 
Critical Care 45% (n=21) 43% (n=20) 13% (n=6) 0% (n=O) 
(n=47) 
Overall 28% (n=27) 35% (n=34) 31% (n=30) 7% (n=7) 
Figure 4.3.2 Age profile of the registered nurses 
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The qualifications of the participants ranged from no academic qualifications, other 
than the initial registration programme, to undergraduate degrees and 1 post graduate 
degree. The critical care group had more degree qualifications than the care of the 
elderly. All participants were undertaking degree or post-graduate degree level 
modules at the time of sampling. 
Table 4.3.3 Educational profile of the registered nurses 
Qualifications Care of the Elderly Critical Care Overall 
Masters 2% (n=l) 0% (n=O) 1 % (n=1) 
BSc(Hons) 6% (n=3) 30% (n=14) 17% (n=17) 
Diploma 31 % (n=16) 43% (n=20) 37% (n=36) 
ENB course 18% (n=9) 13% (n=6) 15% (n=15) 
HND 2% (n=l) 0% (n=O) 1 % n=1) 
HNC 2% (n=l) 0% (n-O) 1 % (n=1) 
RGNIRMN 39% (n=20) 15% (n=7) 28% (n=27) 
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Figure 4.3.3 Educational profile of the registered nurses 
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The participants' length of post-registration experience and years in the speciality are 
shown in Table 4.3.4 and Figures 4.3.4a and 4.3.4b. Post-registration experience 
varied from 6 months to 37 years. As might be expected from the age profiles, the 
majority of the participants from critical care tended to have less post-registration 
experience than their care of the elderly counterparts. The majority of all participants 
had between 6 months to 10 years experience in their current speciality and up to 10 
years post-registration practice. 
Table 4.3.4 Registered nurses' post-registration & speciality experience 
Years post registration Overall Years in Speciality Overall 
Years Care of Critical Care of Critical 
Elderly Care Elderly Care 
0-5 22% 53% 37% 51% 79% 64% 
(n=l1) (n=25) (n=36) (n=26) (n=37) (n=63) 
6-10 14% 23% 18% 22% 13% 17% 
(n=7) (n=ll) (n=18) (n=ll) (n=6) (n=17) 
11-15 12% 15% 13% 10% 4% 7% 
(n=6) (n=7) (n=13) (n=5) (n=2) (n=7) 
16-20 16% 2% (n=l) 9% 12% 4% 8% 
(n=8) (n=9) (n=6) (n=2) (n=8) 
21-25 18% 4% (n=2) 11% 4% 0% 2% 
(n=9) (n=l1) (n=2) (n=O) (n=2) 
26-30 14% 2% (n=l) 8% 0% 0% 0% 
(n=7) (n=8) (n=O) (n=O) (n=O) 
Over 30 6% 0% (n=O) 3% 0% 0% 0% 
(n=3) (n=3) (n=O) (n=O) (n=O) 
No 0% 0% (n=O) 0% 2% 0% 1% 
answer (n=O) (n=O) (n=l) (n=O) (n=l) 
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Figure 4.3.4a Registered nurses' post-registration experience 
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Figure 4.3.4b Registered nurses' speciality experience 
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The night duty experience of the participants is given in Table and Figure 4.3.5. 
All but 2 of the participants had worked, or were currently working, night duty 
within their posts. These 2 participants were recently qualified individuals (1 year) 
and both had worked night duty as student nurses. All but 2% (n= 1) of the critical 
care participants currently worked on night duty rotation, while only 41 % (n=21) of 
the care of the elderly participants reported that they currently worked nights. This 
lower figure may be due to the different working patterns within the specialities; 
within critical care, internal rotation to night duty is widely practised. Overall, the 
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profile of the participants showed that there was representation across the genders 
and a wide age, experience and educational range. 
Table 4.3.5 Night duty experience of the registered nurses 
Previously Currently Have never worked 
worked nights work nights nights post-reg. 
Care of the Elderly 80% (n=41) 41 % (n=21) 6% (n=3) 
Critical Care 74% (n=35) 98% (n=46) 0% (n=O) 
Overall 78% (n=76) 68% (n=67) 3% (n=3) 
Figure 4.3.5 Night duty experience of the registered nurses 
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Q 1 was the attitude inventory consisting of 20 statements on aspects of sleep and 
sleep and its promotion. The statements, scoring scale and the process undertaken 
were the same as detailed in section 4.2. This part of the questionnaire was generally 
filled in well although some participants did not respond to some statements. The 
summated scores are given first, followed by analysis of the specific statements. 
As can be seen in Table and Figure 4.3.6, there were a range of scores, from 41-71 
points, with the mean and the median being very close for the two different groups of 
participants. The percentages of participants in each scoring range also showed little 
difference. The lowest score of 41 was achieved by 1 care of the elderly respondent 
(DE27) who had failed to make any response to 7 of the statements, with the 
resulting loss of a potential 28 points. The majority of the participants can be seen to 
hold generally positive attitudes towards sleep and its promotion, although as the 
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individual statement analysis shows, some aspects are more favourably viewed than 
others. 
Table 4.3.6 Registered nurses' summated scores for the 20 attitude statements 
Care of the Elderly Critical Care Overall 
Range of 41-70 52-71 41-71 
scores 
Mean 59 60 59 
Median 59 59.5 59 
% of scores in intervals 
41-45 2% (n=1) 0% (n=O) 1 % (n=1) 
46-50 4% (n= 2) 0% (n=O) 2% (n=2) 
51-55 20% (n=lO) 17% (n=8) 18% (n=18) 
56-60 39% (n=20) 40% (n=19) 40% (n=39) 
61-65 24% (n=12) 32% (n=15) 28% (n=27) 
66-70 12% (n=6) 9% (n=4) 10% (n=10) 
70-75 0% (n=O) 2% (n=l) 1 % (n=1) 
Figure 4.3 6 Registered nurses' summated scores for the 20 attitude statements 
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As stated previously, the particular interest lay in analysing the statements 
individually and these are presented in the following sections: 
• registered nurses' attitudes to sleep as a curative medium; 
• registered nurses' personal practiceslbeliefs; 
• registered nurses' attitudes to sleep promotion in hospitals. 
127 
Registered nurses' attitudes to sleep as a curative medium 
As can be seen in Table and Figure 4.3.7, there was an overwhelmingly positive 
response to the notion of sleep as a curative medium with the vast majority of 
participants either agreeing or strongly agreeing to the 5 statements in this category. 
Table 4.3.7 Registered nurses' attitudes to sleep as a curative medium 
Key - E = Elderly, C = Critical Care 0 = Overall 
Strongly Agree Agree Disagree Strongly No answer 
Disagree 
Patients' sleep is E- 86% (n=44) E -14% (n=7) 
vital to their C- 98% (n=46) C- 2% (n=l) 
recovery (P) o - 92 % (0=90) 0-8% (0=8) 0% (0=0) 0% (0=0) 0% (0=0) 
Sleep is necessary E - 59% (n=30) E -39% (n=20) E 0% (n=O) E 2% (n=l) 
for physical and C- 68% (n=32) C- 30% (n=14) C=2%(n=l) 
mental restoration o - 63 % (0=62) 0- 35 % (0=34) 0-1% (0=1) 0-1 % (0=1) 
(P) 
Sleep is an E-59% (n=30) E =41 % (n=21) 
important activity C- 68% (n=32) C- 28% (n=13) C 2%(n=l) C -2% (n=l) 
of living (P) 0- 63% (0=62) 0- 35% (0=34) 0-1%(0=1) 0-1%(0=1) 
The following statements are negative therefore those strongly disagreeing or disagreeing are 
indicating a more positive attitude 
Strongly Agree Disagree Strongly Disagree No answer 
Agree 
The role of sleep E - 4% (n=2) E-80%(n=41) E-16% (n=8) 
in patient recovery 0- 2% (0=2) C-79%(n=37) C-21 % (n=lO) 
is over-rated (N) 0-80%(0=78) 0-18 % (0=18) 
The importance of E-2%(n=l) E- 1O%(n=5) E-63%(n=32) E-24%(n=12) E- 2% (n=l) 
sleep as a curative C- 2%(n-l) C-13%(n=6) C-70%(n=33) C-13% (n=6) C- 2% (n=l) 
medium is over- 0-2%(0=2) 0-11 %(0=11) 0-66%(0=65) 0-18%(0=18) 0-2% (0=2) 
rated (N) 
Figure 4.3.7 Registered nurses' attitudes to sleep as a curative medium 
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Registered nurses' personal practices/beliefs 
There were largely positive responses to the 5 statements in this category as 
displayed in Table and Figure 4.3.8, although it was evident that some statements 
drew more mixed responses. The majority, 80% (n= 79) agreed or strongly agreed 
that knowledge about sleep helped their practice, while 86% (n= 85) agreed or 
strongly agreed that they prioritised care to ensure that patients' sleep needs were 
met. Only 18% (n=18) disagreed that they saw themselves as advocates for sleep 
promotion, 27% (n=14) from care ofthe elderly, compared to 9% (n=4) from the 
critical care group. The majority (85% n=84) agreed or strongly agreed that they 
would never wake a patient unless absolutely necessary. Only a minority, 24% (n= 
24) of the total sample, did not see themselves as active promoters of sleep, 31 % 
(n= 16) from care of the elderly and 17% (n= 8) from critical care. There was an 11 % 
(n= 11) no response to this statement; 20% (n= 10) of the care of the elderly group 
failed to respond. Of these, 10% (n=5) indicated that they felt unable to answer due 
to the fact that they were now working in a community setting. 
Table 4.3.8 Registered nurses' personal practices and beliefs 
K~~ - E = Elderly, C Critical Care 0 = Overall 
Strongly Agree Agree Disagree Strongly No answer 
Disagree 
My knowledge E-12% (n=6) E-63%(n=32) E-22% (n=l1) E-2% (n=1) E-2% (n=1) 
about sleep C-13% (n=6) C-74% (n=35) C-11% (n=5) C-2%(n=1) 
helps me to 0-12% (0=12) 0-68 % (n=67) 0-16%(0=16) 0-1%(0=1) 0-2%(0=2) 
promote 
patients' sleep 
(P) 
I prioritise my E-12% (n=6) E- 75%(n=38) E-14% (n=7) 
patient care to C-26% (n=12) C-62% (n=29) C-13% (n=6) 
ensure that the 0-18%(0=18) 0-68%(0=67) 013%(0=13) 
patients' sleep 
needs are met 
(P) 
I see myself as E-12%(n=6) E-59%(n=30) E27% (n=14) E-2% (n=1) 
an advocate for C-17% (n=8) C-74% (n=35) C9% (n=4) 
the promotion 0-14%(0=14) 0-66%(0=65) 0-18%(0=18) 0-1 %(0=1) 
of sleep (P) 
I would never E-31% (n=16) E-57% (n=29) E-8% (n=4) E2% (n=1) E2% (n=1) 
wake a patient C-15% (n=7) C-68% (n=32) C15% (n=7) C2% (n=1) 
up unless it was 0-23% (0=23) 0-62%(0=61) 0-11%(0=11) 0-1%(0=1) 0-2%(0=2) 
absolutely 
necessary(P) 
I consider E-6% (n=3) E-43% (n=22) E-31 % (n=16) E-20% 
myself to be an (n=1O) 
active promoter C- 9%(n=4) C-72% (n=34) C-14% (n=7) C-2% (n=1) C-2%( n=1) 
of hospital 
patients' sleep 0-7% (0=7) 0-57%(0=56) 0- 23%0=23) 0-1%(0=1) 0=11% 
(P) (0=11) 
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Figure 4.3.8 Registered nurses' personal practices and beliefs 
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Table 4.3.9 and Figures 4.3.9a and 4.3.9b show the participants' responses to the 10 
statements in this category. These highlighted mixed attitudes. The two most 
positively regarded statements were those concerning individualising patient care and 
allowing patients to sleep during the day, with 97% (n= 95) and 95% (n=93) 
respectively of the participants agreeing or strongly agreeing with these statements. 
A majority of 91 % (n= 89) disagreed or strongly disagreed that there is too much 
emphasis placed on sleep in hospital, while the notion that patients should be able to 
sleep when they want to, drew agreement or strong agreement from 78% (n= 77) of 
participants. There were 2 statements concerning night sedation; 55% (n= 54) of the 
participants agreed or strongly agreed that this should only be used as a last resort, 
71 % (n= 36) care of the elderly participants compared to 35% (n= 18) of the critical 
care group. This perhaps can be seen to reflect the differences in the working 
environment. Similarly, only 28% (n= 28) thought that night sedation should be 
offered more freely, with more critical care (45%, n= 21) than care of the elderly 
participants (14%, n= 7) expressing this viewpoint. Of the participants, 75% (n= 74) 
disagreed or strongly disagreed that there are far more important things than sleep for 
a patient's recovery while the notion that sleep must be thought of as secondary to 
the ward routine brought agreement or strong agreement from only 24% (n= 24) of 
participants. By far the two most negatively viewed statements concerned the reality 
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Table 4.3.9 Registered nurses' attitudes to sleep promotion 
Key: E =Elderly; C = Critical Care; 0 = Overall 
RANK ORDER Strongly Agree Disagree Strongly No answer 
GIVEN IN BOLD Agree Disagree 
(P) Patients should E-18%(n=9) E-57%(n=29) E-22%(n=ll) E-4%(n=2) 
be entitled to sleep C-19%(n=9) C-64%(n=30) C15%(n=7) C2%(n=1) 
and wake when 0-18% (n=18) 0-60% (n=59) 0-18 % (n=18) 0-3% (n=3) 
they want to 4 
(P) It is important E-33% (n=17) E-63%(n=32) E-4%(n=2) 
to individualise C-30% (n=14) C-68%(n=32) C-l % (n=l) 
patient care with 0-32% (n=31) 0-65% (n=64) 0-3 % (n=3) 
respect to patients' 
sleeping habits 1 
(P) Night sedation E-1O%(n=5) E-61 %(n=31) E-27% (n=14) E-2%(n=1) 
should be used as C-2%(n=1) C-33%(n=17) C-57% (n=27) C-4%(n=2) 
a last resort 8 0-6 % (n=6) 0-49% (n=48) 0-42% (n=41) 0-2% (n=2) 0-1 % (n=l) 
The following statements are negative therefore those strongly disagreeing/ disagreeing are indicating a 
more positive attitude 
Strongly Agree Agree Disagree Strongly No answer 
Disagree 
(N) A lack of E-12% (n=6) E-75%(n=38) E-14% (n=7) 
sleep is inevitable C-13% (n=6) C-66% (n=31) C-19% (n=9) C-2% (n=l) 
for patients during 0-12 % (n=12) 0-70% (n=69) 0-16 % (n=16) 0-1 % (n=l) 
their stay in 
hospital 10 
(N) Night sedation E-14%(n=7) E- 76%(n=39) E-6% (n=3) E4%(n=2) 
should be offered C-ll % (n=5) C-34% (n=16) C-53%(n=25) C2%(n=1) 
more freely 7 0-5 % (n=5) 0-23% (n=23) 0-65 % (n=64) 0-3 % (n=3) 03% n=3 
(N) There is too E-lO% (n=5) E-61 %(n=31) E-24%(n=12) E-6%(n=3) 
much emphasis on C-2% (n=l) C-66% (n=31) C32%(n=15) 
the importance of 0 
sleej:l in hospital 3 0-6% (n=6) 0-63 % (n-62) 0-28 % (n=27) 3%(n=3) 
(N)It is impossible E-4% (n=2) E43% (n=22) E-45%(n=23) E-2% (n=l) E6% (n=3) 
to promote C-6%(n=3) C68%(n=32) C-19% (n=9) C-4%(n=2) C2%(n=1) 
patients sleep in 0-5 % (n-5) 0-55 % (n=54) 0-33 % (n=32) 0-3 % (n=3) 04% n=4 
hospital 9 
Patients have all E-2% (n=l) E-2% (n=l) E-78%(n=40) E-18%(n=9) C-2% 
night to sleep, so C-4% (n=2) C-74% (n=35) C-19%(n=9) (n=l) 
they should not 0-1%(n=l) 0-3%(0=3) 0-77 % (n=75) 0-18%(n=18) 01% 
need to sleep (n=l) 
during the day (N) 
2 
(N) There are far E-20%(n=1O) E-67% (n=34) E-12%(n=6) E(n=l) 
more important C-28% (n=13) C-60% (n=28) C-13% (n=6) 
things than sleep 
for a patient's 0-23%(23%) 0-63 % (n=62) 0-12% (n=12) 0 
recovery 5 1 % (n=l) 
(N) Sleep must be E-20%(n=10) E-55% (n=28) E-20% (n=lO) E-6%(n=3) 
thought of as C-4% (n=2) C-26% (n=12) C-53%(n=25) C-15% (n=7) C2%(n=1) 
secondary to ward 0-2 % (n=2) 0-22% (n=22) 0-54 % (n=53) 0-17% 04% 
routine 6 (n=17) (n=4) 
of promoting sleep in a hospital setting. In relation to the notion that it is impossible 
to promote sleep in hospitals, 60% (n= 59) of the total sample either agreed or 
strongly agreed, with a higher percentage of critical care participants (74%, n= 35) 
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than care of the elderly participants (47%, n= 24). The majority of the total sample 
(82%, n= 80) agreed or strongly agreed that a lack of sleep is inevitable for patients 
during their stay in hospital, with only 17% (n= 17) or participants disagreeing or 
strongly disagreeing with this statement. The percentages were similar for the two 
groups of participants. 
Figure 4.3.9a Registered nurses' attitudes to sleep promotion (1) 
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Figure 4.3.9b Registered nurses' attitudes to sleep promotion (2) 
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Q2 asked: 'What are the stages of sleep?' The answers are given in Table and Figure 
4.3.10 and show that the majority of registered nurses lacked a comprehensive, 
declarative knowledge on sleep stages. Of the participants, 21 % (n= 21) gave no 
correct answer to this question, often leaving the section blank or inserting a question 
mark. Of the two groups, 29% (n=15) of the care of the elderly participants gave no 
correct answer, compared to 11 % (n= 5) of the critical care group. All the stages of 
sleep were correctly identified by only 5% (n=5) of the total sample, all from the 
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critical care group. An overall total of 69% (n=68) of the sample were correctly able 
to identify REM as one of the stages of sleep, with the critical care group having a 
higher percentage (83%, n= 39) than the care of the elderly participants (57%, n= 
29). However, 13% (n= 6) of the critical care group who identified REM, incorrectly 
stated that this was also the deep stage of sleep, along with 6% (n= 3) of the care of 
the elderly group. A minority of 15% (n=15) of participants was able to identify 
NREM, (all from the critical care group) and 9% (n=9) correctly identified Stages 1-
4 (13% (n= 6) from critical care and 6% (n=3) from care of the elderly). 
Table 4.3.10 Registered nurses' knowledge of the stages of sleep 
Answers Care of the Elderly Critical Care Overall 
REM 57% (n=29) 83% (n=39) 69% (n=68) 
NREM 0% (n=O) 32% (n=15) 15% (n=15) 
Stages 1-4 6% (n=3) 13% (n=6) 9% (n=9) 
LightJDeep Sleep 49% (n=25) 34% (n=16) 42% (n=41) 
No correct answer 29% (n=15) 13% (n=6) 21 % (n=21) 
Fully correct answer 0% (n=O) 11 % (n=5) 5% (n=5) 
Figure 4.3.10 Registered nurses' knowledge of the stages of sleep 
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Q 3 asked 'What are the physiological signs associated with the different types of 
sleep?' The answers that might have been expected are those outlined in relation to 
section 4.2. Table and Figure 4.3.11 show the answers that the participants gave to 
this question. None of the sample was able to correctly relate all the physiological 
signs of sleep to the stages of sleep. The majority of those responding to the question 
did not differentiate the physiological signs between the different stages of sleep, 
although 8% (n= 8) of the total sample attempted to do so (all from the critical care 
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group). Of the total sample, 37% (n=36) gave no answer, stating that they did not 
know or gave an incorrect answer. This was made up of 49% (n= 25) of the care of 
the elderly and 23% (n= 11) ofthe critical care group. As can be seen, the most 
common answers concerned physiological signs such as HR and BP changes while 
less common answers concerned aspects such as muscle relaxation! paralysis in 
REM, twitching and a drop in temperature. 
Table 4.3.11 Registered nurses' knowledge of the physiological signs of sleep 
Care of the Elderly Critical Care Overall 
REM 39% (n=20) 36% (n=17) 38% (n=37) 
Twitching 8% (n=4) 6% (n=3) 7% (n=7) 
Heart rate changes 12% (n=6) 32% (n=15) 21 % (n=21) 
BP changes 6% (n=3) 43% (n=20) 23% (n=23) 
Respiration changes 16% (n=8) 45% (n=2l) 30% (n=29) 
Temperature drops 2% (n=l) 9% (n=4) 5% (n=5) 
Muscle relaxation 4% (n=2) 13% (n=6) 8% (n=8) 
/paralysis in REM 
No correct answer 49% (n=25) 23% (n=l1) 37% (n=36) 
Figure 4.3.11 Registered nurses' knowledge of the physiological signs of sleep 
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Q4 asked 'What are thought to be the functions of sleep?' Acceptable answers to this 
question are as given in section 4.2. Of the participants, 28% (n= 27) did not answer 
or gave an incorrect answer. Of the care of the elderly group, 31 % (n= 16) fell into 
this category alongside 23% (n= 11) of the critical care group. Physical benefits only 
were identified by 51 % (n=50) of the overall sample while 3% (n=3) identified 
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psychological benefits only, the latter all from the critical care group. Only 18% 
(n=18) ofthe participants gave both physical and psychological benefits of sleep. Of 
those who identified the former, 53% (n= 52) identified physical restoration, 34% 
(n= 33) repair/healing and only 3% (n= 3) the release of GH. 
Table 4.3.12 Registered nurses' knowledge of the functions of sleep 
Answers Care of Elderly Critical Care Overall 
No correct answer given 31 % (n=16) 23% (n=l1) 28% (n=27) 
Answers citing 0% (n=O) 6% (n=3) 3% (n=3) 
psychological benefits only 
Answers citing physical 55% (n=28) 47% (n=22) 51% (n=50) 
benefits only 
Answers citing physical and 14% n=7) 23% (n=l1) 18% (n=18) 
psychological benefits 
% of answers citing physical benefits (specified below) 
Physical restoration 53% (n= 27) 53% (n=25) 53% (n=52) 
Repair !healing 33% (n= 17) 34% (n=16) 34% (n=33) 
Release of hormones (GH) 4% (n=2) 2% (n=l) 3% (n=3) 
% of answers citing psychological benefits (specified below) 
Psychological restoration 12% (n=6) 17% (n=8) 14% (n=14) 
Emotional adaptation 2% (n=1) 13% (n=6) 7% (n=7) 
Dreaming 0% (n=O) 0% n=O) 0% (n=O) 
Figure 4.3.12 Registered nurses' knowledge of the functions of sleep 
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Q5 asked 'How long is an average sleep cycle?' The participants' answers are shown 
in Table and Figure 4.3.13. Only a minority of the overall sample (13%, n=13) gave 
the correct answer (90 minutes), constituting 23% (n=11) of the critical care and 4% 
(n=2) of the care of the elderly group. Of the rest of the participants, 6% (n= 6) 
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thought that the length of a sleep cycle was under an hour, 8% (n= 8) between 2-4 
hours and 66% (n= 65) 5- 10 hours. In the 'no answer given' category were 12% 
(n=6) of the care of the elderly group. 
Table 4.3.13 Registered nurses' knowledge of the length of the sleep cycle 
Answers Care of the Elderly Critical Care Overall 
90 minutes (correct answer) 4%(n=2) 23% (n=ll) 13% (n=13) 
< 1 hour 4% (n=2) 9% (n=4) 6% (n=6) 
2 - 4hours 8% (n=4) 9% (n=4) 8% (n=8) 
5-10 hours 73% (n=37) 60% (n=28) 66% (n=65) 
No answer given 12% (n=6) 0% (n=O) 6% (n=6) 
Figure 4.3.13 Registered nurses' knowledge of the length of the sleep cycle 
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Q6 asked 'How may sleep deprivation occur? (i.e. with reference to sleep cycles). 
The two correct answers are: interruption of sleep during the sleep cycle and getting 
less sleep than normal. In collating the participants' responses regarding interruption 
of sleep cycles, answers accepted included not enough REM and not able to move 
from light to deep sleep. As can be seen in Table and Figure 4.3.14, only 2% (n=2) of 
the participants gave the two correct answers (both from the critical care group). Of 
the total sample, 29% (n= 28) were able to identify interruption of sleep during a 
sleep cycle, with 2% (n=2) of the total sample identifying completing less sleep 
cycles than normal. The question was not answered by 8% (n=8) of the total sample 
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(all from the care of the elderly group), with 59% (n= 58) of participants giving an 
incorrect answer, citing factors such as noise and pain. 
T bl 4 3 14 R . t d a e . . egIs ere nurses 'k 1 d nowe Ige 0 fh 1 ow seep d eprIvatIon occurs 
Answers Care of the Critical Overall 
Elderly Care 
Interruption of sleep during 24% (n=12) 34% (n=16) 29% (n=28) 
sleep cycle 
Completing less sleep cycles 0% (n=O) 4% (n=2) 2% (n=2) 
than normal 
Gave both correct answers (as 0% (n=O) 4% (n=2) 2% (n=2) 
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Figure 4.3.14 Registered nurses' knowledge of how sleep deprivation occurs 
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Q7 asked 'What are the signs of sleep deprivation?' In collating the answers, a grid 
of the commonly agreed signs from the literature was used as shown in Table 4.3.15. 
All answers outwith the accepted signs of sleep deprivation were put in an 'other' 
category and these largely pertained to physical signs such as loss of appetite, nausea 
and pale skin. As the participants' answers often did not use the exact terminology in 
the grid, their responses were put into the category closest in meaning, as 
demonstrated in Figure 4.3.15a. 
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Figure 4.3.15a Categorisation of answers to Q7 for the registered nurses 
Category Examples of answers accepted 
Low concentration 0 thinking impairment 
0 decision making and judgement impairment 
0 inability to think straight. 
Lack of co-ordination 0 slower psychomotor movement 
0 inability to do easy tasks properly 
0 slow responses, clumsiness. 
Depression 0 low mood 
0 withdrawn and tearful 
Irritability 0 short tempered 
0 bad mood, being grumpy. 
0 intolerance 
The participants' answers are shown in Table 4.3.15 and Figure 4.3.15b, including 
the number of signs that were correctly named. 
Table 4.3.15. Registered nurses' knowledge of the signs of sleep deprivation 
Care of the Elderly Critical Care Overall 
Answers 
Irritability 49% (n=25) 66% (n=31) 57% (n=56) 
Fatigue 31 % (n=16) 53% (n=25) 42% (n=41) 
Decrease in Concentration 43% (n=22) 36% (n=17) 40% (n=39) 
Confusion 25% (n=13) 36% (n=17) 31% (n=30) 
Apathy /Lethargy 25% (n=13) 19% (n=9) 22% (n=22) 
Other physical signs - e.g. 24% (n=12) 19% (n=9) 21 % (n=21) 
feeling cold, poor appetite 
Agitation 16% (n=8) 23% (n=l1) 19% (n=19) 
Depression 12% (n=6) 19% (n=9) 15% (n=15) 
Anxiety 8% (n=4) 13% (n=6) 10% (n=10) 
Decrease co-ordination 18% (n=9) 17% (n=8) 17% (n=17) 
Disorientation 14% (n=7) 11 % (n=5) 12% (n=12) 
Mood swings 10% (n=5) 6% (n=3) 8% (n=8) 
Aggression 10% (n=5) 6% (n=3) 8% (n=8) 
Hallucinations 4% (n=2) 6% (n=3) 5% (n=5) 
Feelings of persecution 2% (n=l) 0% (n=O) 1 % (n=l) 
Decrease in pain threshold 0% (n=O) 0% (n=O) 0% (n=O) 
No correct answer given 2% (n=l) 0% (n=O) 1 % (n=l) 
1 correct answer given 12% (n=6) 0% (n=O) 6% (n=6) 
2 correct answers given 43% (n=22) 32% (n=15) 38% (n=37) 
3 correct answers given 16% (n=8) 34% (n=16) 24% (n=24) 
4 correct answers given 18% (n=9) 26% (n=12) 21% (n=21) 
5 correct answers given 10% (n=5) 9% (n=4) 9% (n=9) 
In general, the signs identified were low grade indicators of sleep deprivation, 
common after 1 or 2 nights sleep loss. Of the overall sample only 1 % (n= 1) was 
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unable to give any correct answer, with 6% (n=6) identifying just 1 sign of sleep 
deprivation (all from the care of the elderly group). As can be seen, 2 and 3 signs 
were identified by 38% (n= 37) and 24% (n=24) of the overall sample respectively, 
with 21 % (n= 21) identifying 4 signs of sleep deprivation. The four most commonly 
identified signs were irritability (57%, n= 56), fatigue (42%, n=41), a decrease in 
concentration (40%, n=39) and confusion (31 %, n=30). Less commonly identified 
signs of sleep deprivation included apathy/lethargy (22%, n=22), general physical 
signs (21 %, n=21), agitation (19%, n=19) and a decrease in co-ordination (17%, 
n=17). The least commonly identified signs were mood swings and aggression (8%, 
n=8 for each), hallucinations (5%, n=5) and feelings of persecution (1 %, n=l). 
Figure 4.3.1Sb Registered nurses' knowledge of the signs of sleep deprivation 
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II1II Care of the Elderly 
D Critical Care 
Q8 asked 'What, in your opinion, are the main causes of sleep disruption in hospital 
patients?' The categories were derived from the participants' answers as shown in 
Table and Figure 4.3.16. Of the total sample, 95% (n= 93) identified noise as the 
main cause of sleep disruption (including all of the critical care group). Specific 
noise related factors mentioned included other patients (54%, n=53), staff talking 
(36%, n=35), equipment and staff moving about (27%, n= 26) and (26%, n=25) 
respectively). A higher percentage of care of the elderly participants (61 %, n= 31) 
identified noise from other patients compared to 47% (n=22) of the critical care 
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group), while 40% (n= 19) of the critical care group identified noise from equipment, 
compared to 14% (n=7) of the care of the elderly group. This can be seen to reflect 
the different environments of the specialisms. After noise related factors, 63% (n= 
62) of the participants identified ward routine and procedures as another main cause 
of sleep disruption and 43% (n= 42) highlighted having lights on throughout the 
night as being disruptive to sleep. More of the care of the elderly group (39%, n= 20) 
identified being in a strange environment as a factor compared to 15% (n= 7) of the 
critical care group. Other causes identified by the participants included anxiety/worry 
(21 %, n= 21), pain (19%, n=19), uncomfortable beds and bedding (14%, n=14), 
admissions throughout the night (13%, n=13) and lack of privacy (5%, n=5). 
Table 4.3.16 Registered nurses' opinions on main causes of sleep disruption 
Answers Care of Elderly Critical Care Overall 
Noise 90% (n=46) 100% (n=47) 95% (n= 93) 
Specific factors given: 
• Other Patients 61 % (n=31) 47% (n=22) 54% (n=53) 
• Equipment 14% (n=7) 40% (n=19) 27% (n=26) 
• Staff talking 31 % (n=16) 40% (n=19) 36% (n=35) 
• Staff moving 29% (n=15) 21 %(n=lO) 26% (n=25) 
• Telephone 6% (n=3) 4% (n=2) 5% (n=5) 
• Buzzers 4% (n=l) 6% (n=3) 4% (n=4) 
Routine/ Procedures 57% (n=29) 70% (n=33) 63% (n=62) 
Lighting 41% (n=21) 45% (n=21) 43% (n=42) 
Strange environment 39%(n=20) 15% (n=7) 28% (n=27) 
Anxiety/worry 24% (n=12) 19% (n=9) 21 % (n=21) 
Pain 20% (n=lO) 19% (n=9) 19% (n=19) 
Uncomfortable 14% (n=7) 15% (n=7) 14% (n=14) 
bed/bedding 
Admissions 14% (n=7) 13% (n=6) 13% (n=13) 
Temperature of unit 14% (n=7) 4% (n=2) 9% (n=9) 
Lack of privacy 2% (n=l) 9% (n=4) 5% (n=5) 
Disruption of normal 2% (n=l) 4% (n=2) 3% (n=3) 
routine 
Smells 2% (n=l) 0% (n=O) 1 % (n=l) 
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Figure 4.3.16 Registered nurses' opinions on main causes of sleep disruption 
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Q9 asked: 'What in your opinion, are the main nursing actions that could be taken to 
help patients to sleep?' The participants were also asked to list these in order of 
importance with 5 points given to every first stated action, then 4, 3, 2 and 1 points to 
each subsequent action. (If more than 5 answers were given, 1 point was also given 
to the answers below that of the fifth). The categories were derived from the 
participants' answers with some categories formulated from terms close in meaning 
as shown in Figure 4.3.17a. 
Figure 4.3.17a Categorisation of answers to Q9 for registered nurses 
Category Examples of answers accepted 
Prioritise care 0 minimise obs 
0 disturb only if necessary 
0 prioritisation 
Patient comfort 0 bedding, pillows and position 
0 temperature 
0 hot milky drinks, toileting 
0 settling the patient for the night. 
The results are shown in Table 4.3. 17 and Figure 4.3.17b, with the top 8 answers 
shown in bold in the table. Reducing noise was the top action, with some participants 
detailing specific actions and others advocating a general reduction in noise. 
Appropriate lighting, prioritisation of care, and patient comfort were the next three 
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nursing actions identified, with pain relief, reassurance and assessment of normal 
sleep patterns and needs making up the final three of the top eight actions. Other 
actions are as given in Table 4.3.17. 
Table 4.3.17 Registered nurses' opinions regarding the main nursing actions to 
t I promo e seep 
Answers & Points with Care of the Critical Care Overall points 
number (n) of times stated in Elderly (n= no. of 
brackets times stated) 
Keeping noise down - plus 125 (n= 31) 164 (n= 37) 289 (n=68) 
Quiet shoes 10 (n-3) 0 10 (n=3) 
Talking softly 12 (n=3) 10 (n=3) 22 (n=6) 
Moving noisy patients o (n=O) 7 (n=2) 7 (n=2) 
Keeping buzzer /ringer noise 5 (n=l) 0 5 (n=l) 
down 
Limiting staff movement 5 (n=2) 0 5 (n=2) 
No admission during the night 0 4 (n=2) 4 (n=2) 
Answer call bells/phones 4 (n=l) o (n=O) 4 (n=l) 
promptly 
Reduce Noise category total 161 (n= 41) 185 (n= 44) 346 (n = 85) 
Appropriate Lighting 90 (n=25) 79 (n= 22) 169 (n=47) 
Prioritise Care 60 (n=15) 107 (n=30) 167 (n=45) 
Patient Comfort 105 (n=28) 31 (n=9) 136 (n=37) 
Pain Relief 31 (n=8) 31 (n=9) 64 (n=17) 
Reassurance 41 (n=ll) 16 (n=5) 57 (n=16) 
Assess normal sleep 28 (n=7) 14 (n=4) 42 (n=11) 
patterns/needs 
Night Sedation 11 (n=4) 28 (n=12) 39 (n=16) 
Ventilationltemp 23 (n=lO) 5 (n=2) 28 (n=12) 
Relaxation o (n=O) 16 (n=5) 16 (n=5) 
Awareness !Know ledge of o (n=O) 9 (n=4) 9 (n=4) 
sleep promotion factors 
Allow patients to sleep when 8 (n=2) o (n=O) 8 (n=2) 
they want to 
Assess quality of sleep o (n=O) 8 (n=2) 8 (n=2) 
Provide privacy 1 (n=l) 4 (n=l) 5 (n=2) 
No answer/no suggestions (n=2) (n=l) (n=3) =3% 
Other answers by 1 Design of units, offer ear plugs, single sex wards, 
respondent onl~ (not scored) reduce visiting hours, activity during day 
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Figure 4.3.17b Registered nurses' opinions regarding the main nursing actions 
to promote sleep 
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Q 10 asked 'How well do you feel sleep is promoted in hospitals generally?' A 
Likert scale was used, with categories ranging from not well promoted to very well 
promoted, with the category of 'variable' also being an option. The participants' 
answers are shown in Table and Figure 4.3.18. The majority of the registered nurses 
62% (n= 61) thought that sleep was not well promoted, with 27% (n= 26) indicated 
that they thought that sleep was quite well promoted and 4% (n=4) that it was well 
promoted. Only 2% (n=2) thought that sleep promotion was variable, none of the 
sample indicated that sleep was very well promoted, while 5% (n=5) did not answer 
this question (all participants from the care of the elderly sample). 
Table 4.3.18 Registered nurses' opinions on how well sleep is promoted in 
h 'tal OSpl S 
Care of the Elderly Critical Care Overall 
Very well promoted 0% (n=O) 0% (n=O) 0% (n=O) 
Well promoted 4% (n=2) 4% (n=2) 4% (n=4) 
Quite well promoted 25% (n=13) 28% (n=13) 27% (n=26) 
Not well ~omoted 57% (n=29) 68% (n=32) 62% (n=61) 
Variable 4% (n=2) 0% (n=O) 2% (n=2) 
No answer given 10% (n=5) 0% (n=O) 5% (n=5) 
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Figure 4.3.18 Registered nurses' opinions on how well sleep is promoted in 
hospitals 
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Q 11 asked 'In your opinion, how well was sleep covered in your original pre-
registration programme?' Options ranged from very well covered to not covered. A 
collation of the participants' answers is given in Table and Figure 4.3.19. Ofthe total 
sample, 45% (n= 44) indicated that the topic of sleep was not well covered in their 
pre-registration programme, of which 51 % (n=24) were from the critical care group 
and 39% (n= 20) from the care of the elderly.However, 35% (n=34) indicated that 
the topic was not covered, 15% (n=15) thought that sleep was fairly well covered and 
2% (n=2) that it was very well covered. Of the total sample, 3% (n=3) did not answer 
this question (all from the care of the elderly sample). 
Table 4.3.19 Registered nurses' opinions on how well sleep was covered in their 
pre-registration programme 
Answers Care of the Elderly Critical Care Overall 
Very well 0% (n=O) 4% (n=2) 2% (n=2) 
Well 0% (n=O) 0% (n=O) 0% (n=O) 
Fairly well 14%(n=7) 17% (n=8) 15% (n=15) 
Not well 39% (n=20) 51% (n=24) 45% (n=44) 
Not covered 41% (n=21) 28% (n=13) 35% (n=34) 
No answer given 6% (n=3) 0% (n=O) 3% (n=3) 
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Figure 4.3.19 Registered nurses' opinions on how well sleep was covered in their 
pre-registration programme 
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Q 12 asked 'In your opinion, how well was sleep covered in any further study you 
have undertaken?' The participants were asked to answer if applicable and were 
given a Likert scale of options ranging from not covered to very well covered. The 
results are given in Table and Figure 4.3.20. Of the participants, 42% (n=41) 
indicated that they had not undertaken further study, 55% (n= 28) of the care of the 
elderly and 28% (n=13) of the critical care group. A further 30% (n= 29) of the total 
sample indicated that sleep had not been covered in their further studies, with 8% 
(n=8) saying that it had not been well covered. Only 6% (n= 6) answered that the 
topic had been fairly well covered, with 10% (n=lO) considering that it had been well 
covered. A minority of 4% (n=4) indicated that sleep had been very well covered in 
their further study, all participants from the critical care group . 
a e . . eglstere T hI 4320 R . d nurses OpInIOnS on seep coverage In ur I . f th d er stu y 
Answers Care of the Elderly Critical Care Overall 
Very well covered 0% (n=O) 9% (n=4) 4% (n=4) 
Well covered 8% (n=4) 13% (n=6) 10% (n=10) 
Fairly well covered 2% (n=l) 11 % (n=5) 6% (n=6) 
Not well covered 8% (n=4) 9% (n=4) 8% (n=8) 
Not covered 27% (n=14) 32% (n=15) 30% (n=29) 
No answer or NI A, 55% (n=28) 28% (n=13) 42% (n=41) 
indicating no further study 
undertaken 
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Figure 4.3.20 Registered nurses' opinions on sleep coverage in further study 
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Q 13 asked 'In your opinion, how important is a nurse's understanding of sleep in 
helping patients sleep?' Four options from not important to very important were 
given and the collated responses can be seen in Table and Figure 4.3.21. Of 
the overall sample, 63% (n= 62) thought that a nurse's understanding of sleep was 
very important in helping patients sleep, with 28% (n=27) considering it to be 
important. Only 9% (n= 9) of participants thought understanding of sleep was quite 
important, with no-one in the sample stating that it was not important. 
Table 4.3.21 Registered nurses' opinions on importance of nurses' 
un d ta d· f I ~ f ers n mg 0 s ee"'p or ~rac Ice 
Care of the Elderly Critical Care Overall 
Very important 61 % (n=31) 66% (n=31) 63% (n=62) 
Important 31 % (n=16) 23% (n=l1) 28% (n=27) 
Quite important 8% (n=4) 11 % (n=5) 9% (n=9) 
Not important 0% (n=O) 0% (n=O) 0% (n=O) 
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Figure 4.3.21 Registered nurses' opinions on importance of nurses' 
understanding of sleep for practice 
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Q 14 asked 'What qualities and skills do you feel that nurses require to help patients 
sleep?' Categories were derived from the participants' answers, with those answers 
close in meaning collapsed into single categories as depicted in Figure 4.3.22a 
Figure 4.3.22a Categorisation of answers to Q14 for registered nurses 
Category Examples of answers accepted 
Empathy/compassion 0 thinking of patients' feelings 
Consideration /understanding 0 patience and respect 
Pri ori tisati on 0 consideration of activities carried out during the 
night 
0 time management 
0 flexibility 
0 organisational skills 
0 minimum interventions so as not to disturb as 
often 
Communication 0 Reassurance 
0 ability to discuss patients concerns with them 
0 listening 
Advocacy 0 courage to challenge routines 
0 ability to stand for your patient against task 
orientated care 
Other answers from participants not categorised due to small numbers included 
knowledge of research, relaxation therapies, practical application of knowledge, day 
staff to rotate to night duty and tranquillity. 
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The collated answers are shown in Table 4.3.22 and Figure 4.3.22b. Of the sample 
42% (n= 41) felt that a knowledge of sleep was a quality and skill required by nurses 
to help patients sleep. A total of 27% (n=26) thought that empathy and compassion 
were important, comprising 16% (n= 8) ofthe care of the elderly and 38% (n= 18) of 
the critical care group. The ability to prioritise care was felt to be a requirement by 
26% (n= 12) of the critical care sample and 14% (n=7) of the care of the elderly. 
Included in the other qualities/skills that were seen as important were consideration 
(18%, n= 18), communication (18%, n=18), knowledge of the patient's needs (16%, 
n=16), knowledge of sleep promoting factors (15%, n=15) and assessment skills 
(11 %, n=II). Factors such as common sense, quietness, confidence and advocacy 
were mentioned by 6% (n=6), with general knowledge and promotion of other staff's 
knowledge and practice mentioned by 4% (n=4) and 3% (n=3) of the participants 
respectively. 
Table 4.3.22b Registered nurses' views on qualities and skills required to belp 
sleep. 
Answers Care of the Elderly Critical Care Overall 
Knowledge of sleep 43% (n=22) 40% (n=19) 42% (n=41) 
Empathy/ 16% (n=8) 38% (n=18) 27% (n=26) 
compassion 
Prioritisation of Care 14% (n=7) 26% (n=12) 19% (n=19) 
Considerate 20% (n=lO) 17% (n=8) 18% (n=18) 
/Understanding 
Communication 20% (n=lO) 17% (n=8) 18% (n=18) 
Know ledge of patient's 20% (n=lO) 13% (n=6) 16% (n=16) 
needs and habits 
Knowledge of sleep 20% (n=10) 11 % (n=5) 15% (n=15) 
promoting factors 
Assessment skills 10% (n=5) 13% (n=6) 11 % (n=l1) 
Common sense 8% (n=4) 4% (n=2) 6% (n=6) 
Quietness 8% (n=4) 4% (n=2) 6% (n=6) 
Confidence 8% (n=4) 4% (n=2) 6% (n=6) 
Advocacy 0% (n=O) 13% (n=6) 6% (n=6) 
Knowledge - general 6% (n=3) 2% (n=l) 4% (n=4) 
Promote other staff 2% (n=l) 4% (n=2) 3% (n=3) 
knowledge /practice on 
sleep 
No answer given 2% (n=l) 0% (n=O) 1 % (n=l) 
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Figure 4.3.22b Registered nurses' views on qualities and skills required to help 
sleep. 
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Q15 asked the participants 'What challenges, if any, do you feel that nurses face in 
helping patients sleep in hospitals?' Categories were again derived from the 
participants' answers, with those answers close in meaning collapsed into single 
categories as shown in Figure 4.3.23a 
Figure 4.3.23a Categorisation of answers to Q15 for registered nurses 
Category Examples of answers accepted 
Noise 0 noise from staff, other patients, and relatives. 
Task orientation 0 being ritualistic, 
0 allowing patients to sleep when need be 
0 laid down ward protocols 
Routine category 0 having to balance the need for routine and promoting sleep 
Attitudes 0 ignorance of others 
0 challenging current perceptions about the role of sleep and 
the importance of sleep to combat illness 
0 attitudes appear to be weighed in favour of ward routine 
and unit priorities rather than individual patient care 
0 peer opinions - you haven't done your job properly if 
patient not washed, obs not done, blood not taken etc. 
Environment 0 other patients/confused patients, 
0 multi- bed wards and lack of privacy., 
0 creating a peaceful environment, 
0 design of hospitals 
Culture 0 getting management to change routine. 
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Other answers not categorised due to the small numbers included altering own 
behaviour, assertiveness, uncontrollable outside influences, improvements in 
education and trying to promote rest time. One participant commented that 'it would 
take massive change and education' (BCI2) while another stated that 'this is a 
subject grossly underestimated which requires much attention'(EC6). 
The responses of the participants are shown in Table 4.3.23 and Figure 4.3.23b. Of 
the total sample, 36% (n=35) felt that the ward routine was a challenge faced by 
nurses in helping patients sleep, 49% (n=23) of the critical care and 24% (n=12) of 
the care of the elderly groups. Environment and noise levels were mentioned by 30% 
(n= 29) and 23% (n=23) of the total sample respectively, with 29% (n=15) of the 
care of the elderly group mentioning noise compared to 17% (n=8) of the critical 
care group. Attitudes of other staff were seen as a challenge by 17% (n= 17) of the 
overall sample, and lack of staff and being busy by 16% (n= 16). Other answers 
included lights being left on (9%, n=9), task orientated care (8%, n= 8), night 
admissions (7%, n=7) and culture (4%, n=4). Not having night sedation prescribed 
was seen as challenging by 3% (n=3) of the total sample (all from the critical care 
group), while 2% (n=2) thought that night sedation being too easily administered was 
a challenge. 
T bi 4323 Ch II 'd tifidb a e . . a enges I en Ie . t d y regis ere . hI' f ts I nurses m elpmgpa len seep 
Care of the Critical Care Overall 
Answers Elderly 
Ward lunit routine 24% (n=12) 49% (n=23) 36% (n=35) 
Environment 31 % (n=16) 28% (n=13) 30% (n=29) 
Noise levels 29% (n=15) 17% (n=8) 23% (n=23) 
Attitudes of other staff 18% (n=9) 17% (n=8) 17% (n=17) 
Busyness/lack of Staff 20% (n=10) 13% (n=6) 16% (n=16) 
Lights being left on 12% (n=6) 6% (n=3) 9% (n=9) 
Task orientated care 12% (n=6) 4% (n=2) 8% (n=8) 
Night admissions 8% (n=4) 6% (n=3) 7% (n=7) 
Culture 2% (n=l) 6% (n=3) 4% (n=4) 
Not having night sedation 0% (n=O) 6% (n=3) 3% (n=3) 
prescribed 
Night sedation too easily 2% (n=l) 2% (n=l) 2% (n=2) 
administered 
Pain control 2% (n=l) 2% (n=l) 2% (n=2) 
No answer 12% (n=6) 2% (n=l) 7% (n=7) 
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Figure 4.3.23b Challenges identified by registered nurses in helping patients 
sleep 
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Q16 asked 'What, if anything, do you feel should be included in student nurse 
education to help promote patients' sleep?' Categories were derived from the 
participants' answers as shown in Figure 4.3.24a. 
Figure 4.3.24a Categorisation of answers to Q 16 for registered nurses 
Category Examples of answers accepted 
Process of sleep 0 p~ttems, stages and cycles of sle~ and 2hysiology of sleep_. 
Benefits/need for 0 importance of sleep 
sleep 0 raising awareness of how the students themselves feel when 
suffering from a lack of sleep. 
Sleep promotion 0 ward routine/noise, how to reduce it 
0 strategies to help patients sleep and obstacles they face 
when attempting to put this into practice 
0 any skills that would enable this/practical things that could 
make a difference 
0 practical solutions to environmental issues 
0 make sure they don't wear noisy shoes 
0 they should learn to whisper, show consideration for others' 
Sleep deprivation 0 factors affecting patients sleep whilst in hospital 
0 understanding of psychological issues which may affect 
sleep 
Practice based 0 fill out this questionnaire after a night shift 
learning 0 sleep encountered in different settings, e.g., community, 
0 regular rotation onto night shift 
0 a night's sleep on a busy ward 
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Some answers were not categorised due to small numbers, including ability to be 
flexible and sleep apnoea. The answers are given in Table and Figure 4.3.24. Ofthe 
participants, 39% (n=38) felt that the benefits of sleep should be included in student 
nurse education on sleep, with 32% (n=31) considering that aspects of sleep 
promotion should be included. Input on the sleep process was recommended by 29% 
(n=29) with 19% (n=19) stating content on sleep deprivation. Other answers included 
more input generally (9%, n=9), sleep medication (8%, n=8), practice based learning 
(7%, n=7) and complementary therapies (5%, n=5). Ofthe total sample, 16% (n=16) 
did not answer this question. 
Table 4.3.24 Registered nurses' views on sleep content for student nurse 
education 
Answers Care of the E1ded y Critical Care Overall 
Benefits of sleep 39% (n=20) 38% (n=18) 39% (n=38) 
Sleep promotion 41% (n=21) 21% (n=lO) 32% (n=31) 
Sleep process 25% (n=13) 32% (n=15) 29% (n=28) 
Sleep deprivation 18% (n=9) 21 %(n=lO) 19% (n=19) 
More input generally 6% (n=3) 13% (n=6) 9% (n=9) 
Sleep medication 12% (n=6) 4% (n=2) 8% (n=8) 
Practice based learning 6%(n=3) 9% (n=4) 7% (n=7) 
Complementary therapies 8%(n=4) 2% (n=l) 5% (n=5) 
No answer given 22% (n=ll) 11% (n=5) 16% (n=16) 
Figure 4.3.24b Registered nurses' views on sleep content for student nurse 
education 
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Q17 asked 'What, if anything, do you think could enhance post-registration 
education or practice with regard to sleep promotion?' An initial category of more 
study days/input on sleep and sleep promotion was derived from the answers but it 
became apparent that this was too wide and was not capturing the essence of the 
views of the participants. This was subsequently broken down to the categories of: 
study days/short courses; more input in specific post-registration modules; general 
continuing education/further learning/understanding and inclusion in 
induction/orientation. Other categories were developed based on the analysis of the 
participants' answers as shown in Figure 4.3.25a. 
Figure 4.3.2Sa Categorisation of answers to Q17 for registered nurses 
Category Examples of answers accepted 
Raise awareness 0 make people more aware of problems related to sleep 
deprivation 
0 encourage people to look more at why we do certain things 
0 making all staff aware of the ways to promote sleep 
0 awareness days in canteen 
0 increase awareness of majority of staff'. 
Promote best 0 promote an environment that allows patients to sleep 
practice 0 promoting stress free ward 
0 individual care plans on patients' sleep patterns 
0 strict guidelines for promoting sleep and ensure are put into 
practice 
0 management initiatives to encourage sleep promoting 
behaviour - e.g. actively discouraging early morning drug 
adminlbed bathing etc. 
0 try to change practice and be more holistic 
0 each area to have a co-ordinator to promote sleep in 
patients 
0 encourage staff to allow sleep when needed as opposed to 
ward routine'. 
Table 4.3.25 and Figure 4.3.25b show the participants' answers, with 27% (n=26) of 
the total sample giving no answer, comprising 35% (n=18) ofthe care of the elderly 
group and 17% (n= 8) of the critical care sample. However, 23% (n=23) of 
participants did state that there should be further learning and understanding about 
sleep, with 21 % (n= 21) viewing study days as a practice that could enhance sleep 
promotion. Promoting best practice and raising awareness were both seen by 11 % 
(n= 11) of participants as being aspects that could enhance education and practice on 
sleep promotion. Research and the use of literature and leaflets were cited by 7% 
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(n=7) of the total sample, with inclusion in post-registration modules and the 
induction period for new staff each being mentioned by 4% (n=4) of participants. 
Table 4.3.25 Registered nurses views on what could enhance post-registration 
education/practice on sleep promotion 
Answers Care of the Elderly Critical Care Overall 
No answer 35% (n=18) 17% (n=8) 27% (n=26) 
Further learning! 25% (n=13) 21 % (n=lO) 23% (n=23) 
understanding 
Study days/short courses 18% (n=9) 26% (n=12) 21% (n= 21) 
Promote best practice 6% (n=3) 17% (n=8) 11 % (n=l1) 
Raising awareness 8% (n=4) 15% (n=7) 11 % (n=11) 
Research 6% (n=3) 9% (n=4) 7% (n=7) 
Literaturelleaflets 4% (n=2) 11% (n=5) 7% (n=7) 
Include in Induction! 0% (n=O) 9% (n=4) 4% (n=4) 
Orientation 
Input in post reg. modules 6% (n=3) 2% (n=l) 4% (n=4) 
Figure 4.3.25b Registered nurses views on what could enhance post-registration 
education/practice on sleep promotion 
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The final section invited further comment on any aspect of sleep and its promotion. 
The following comments were received: 
Some patients, not many, have restless legs. I have enquired from GPs, to 
consultants and pharmacists, as yet no one has given me an answer. How 
can we help these people. It does stop them from having a good night's 
sleep and causes them a lot of distress (EC7) 
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Some wards within the hospital are very good at promoting sleep - a 
quiet time etc. Others are not (DE3) 
I have never particularly thought about sleep in the patients' recovery, 
purely by completing this questionnaire has raised my awareness of this 
issue (EC2) 
This chapter has presented the quantitative findings of the current study. The 
discussion of these results is undertaken in Chapter 6, while the next chapter contains 
the qualitative analysis and findings. 
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CHAPTER 5 QUALITATIVE FINDINGS 
This chapter presents the analysis and findings of the three sets of interview data. 
The results will be presented in the following order: 
5.1 Phase 2 interview results; 
5.2 Phase 3 interview results; 
5.3 Phase 4 interview results. 
5.1 Phase 2 interview results 
This section presents the data from the analysis of the student nurse interviews in 
Phase 2. As stated in Chapter 3, 26 student volunteers from 4 HEIs were interviewed. 
The details of these students show that there was a gender mix and a span of ages, 
educational qualifications and night duty experience. Of the students, 73% (n= 19) 
were female and 7 male (27%). With regards to age, 31 % (n= 8) were in the 17-30 
years bracket, 42% (n=ll) in the 31- 40,23% (n=6) in the 41-50 age group; only 1 
student was over 50. The students' educational qualifications ranged from '0' levels 
to degree level studies. All of the students had undertaken nights in their programme, 
with the length of experience on nights ranging from 2-30 nights, with an average of 
8 and a median of 6 nights. 
The findings are presented under the headings: 
5.1.1 Educational experiences of the students; 
5.1.2 Knowledge of the students; 
5.1.3 Attitudes of the students. 
5.1.1 Educational experiences of the students 
Reflecting on their theoretical input in their programmes, the students generally 
indicated that they felt that they had covered very little about sleep and sleep 
promotion, or that they had received some input but could not now recall this. 
Students from the HEI (code Y), that had no reported input on sleep and sleep 
promotion confirmed that their programme contained very little theoretical coverage 
of this topic. Some students recalled having some input at the beginning of their 
programme. Student Y9 reported: 
Very little, very little. I think we might have done something at the 
beginning when we did our health promotion module, but not very much 
(pI) 
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Other students stated that they had received no input: 
As far as I can remember, absolutely nothing in a word. Obviously we've 
looked at activities of living -an overview - and sleeping is included in 
that but we've received no formal lectures on it. Thinking about it I don't 
think I've received any instruction in the clinical areas either (Y22, pl) 
There's nothing I can think of really that has been that helpful to me as a 
person to go out there and promote sleep' (Y4, p3) 
Students from HEIs codes V and X (both reporting between 2-5 hours were spent on 
sleep promotion) generally indicated that the input was minimal or hard to recall: 
I think we have had only one academic lesson on sleep. I think it was in 
the first year, I think it was one morning. I think it was very limited, 
extremely limited. Probably about two hours altogether, so it's a long 
time ago and very limited (V 18, pI) 
I think we've just - I think - I'm trying to recall from memory but I think 
we did something in the second year, it might have been at the end of 
first year which - I can't really remember to be honest. I found it 
interesting at the time but like everything else, everything's overtaken by 
other things. Basically, the stages of sleep were described to us and I did 
know them at one time. I have got a kind of overall knowledge about it. I 
do remember basically we discussed disadvantages and advantages of 
patients and sleep deprivation going on in hospital wards ... J can't really 
remember that much (X 1, pI) 
Those who did recall the theory classes seemed fairly positive about their input: 
I think they were quite thorough at college with giving you a lecture, it 
was fairly early on I have to say, so unless you're a very kind of thorough 
student you might not look back at your notes as often as you should (X8, 
p4) 
learning the theories - that was quite good. I've got a bit of an idea about 
them .... It's always nice to know why something's happening (XI8, p3) 
V6, reflecting on the research article that they had chosen to read on sleep and sleep 
promotion, stated: 
I think when the module we did on the research made me think about it 
more because the actual article we read and I think it sort of changed my 
practice when I'm on the ward I try and be as quiet as possible (p5) 
Students from the HEI (code Z) that had reported spending approximately 60 hours 
on sleep, all via integrated sessions, indicated that they did not perceive they had 
covered this well in their programme. This was highlighted in the following quotes: 
Nothing. They've not taught us anything. They taught it as part of the 12 
ALs but we've not actually had a structured lesson plan on sleep ... just 
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said the 12 ALs are blah de blah - some we've gone into but not sleep. 
Not that I remember anyway (ZI9, pI) 
I can't recall, in fact, apart from the sort of discussion to do with the 
activities of living - Roper's model- we haven't really gone into the sort 
of benefits or what have you regarding sleep. It's just been part of the 
activities of living and that's it really. We haven't really sort of gone into 
it much (ZI2, pI). 
The data showed that some students thought that sleep was not well promoted within 
the theoretical component of their programme due to a lack of awareness or 
commitment by lecturing staff: 
I don't think sleep is really promoted in college. As I say I think I learnt 
most myself about how to manage with nights in sleep promotion 
actually through experience rather than being taught in School (p3) ... I 
also recognise that there is a need to possibly disturb patients throughout 
the night as well, so that, you know, you're covering yourself 
professionally so that you don't, so the golden rule, you're always taught 
sort of in college through tutors was, if you've got observations to do 
during the night you don't leave that patient to sleep because they look 
tired or they are actually asleep, you have to wake them up (VI5, p4) 
Sleep I would say is probably the last on the list .... But again maybe the 
tutors don't think it's important you know - people who design these 
courses, maybe they don't think sleep is an important thing .... but it's not 
put across to me as an important topic such as you know another activity 
of living. But I think it starts with people who run the courses to include 
it - or bring in an outside speaker who actually knows about sleep 
deprivation (Z8, p6 &7). 
We've had nothing, this is the first time we've had anything, we're 
nearly qualified and this is the first time we've spoken about sleep, how 
important it is. I think everybody realises how important it is, everybody 
except the college here, although I'm not slagging them off. It's just that 
there's that much that needs covered but I do feel that it's one of the most 
important things. And we've not been taught how to promote it, what to 
do and yes, knowledge is power as they say and you need the knowledge 
to be able to put a plan into action. But maybe that's something that 
needs to be re-addressed, well it does need to be re-addressed (Z23, p3/4) 
Most students felt that they had learned most about sleep and sleep promotion 
through processes other than the theoretical content delivered in their school as noted 
above. The students were asked how they felt they had learnt most about sleep and 
its promotion. The following categories emerged from the data and indicated that the 
students had learned through: 
• Clinical practice, including night duty; 
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• Learning from patients; 
• Their own sleepllife experiences; 
• Learning from staff/role models. 
Many students reported that they had felt that they had learnt through their clinical 
practice. Quotes within this category included the following: 
Really working on the wards. I'd say that's my experience of seeing 
different patients and how they sleep, the actual environment that they've 
got to sleep in (V 6, p4) 
Through working on the ward I suppose and seeing the effects on the 
person when they haven't slept (Y4, pI). 
As always you learn, you actually learn by being there on the ward 
(Z13, pI) 
It's more what I picked up on placements (ZI4, pI) 
Students also considered they learnt specifically from doing night duty within their 
programme: 
Well I think from a practical point of view working a lot of nights on the 
wards. I've done about 3 weeks of nights on the wards, different wards. 
It's then that perhaps you really appreciate what it means to the patient 
which you don't see in a theoretical way as a student (VI8, pI) 
Probably working on the wards and practical - night shift, understanding 
about all the noises of the night, people coming and going I'd say mostly 
rather than the University (X9, pI) 
Some students indicated that they had learned about sleep promotion from the 
patients, as typified by this quote: 
It's been mainly from the patients, like the following morning when 
you're going on an early shift and they're saying - oh that was a terrible 
night, or so and so had a good night or you know that sort of thing. Or 
like the patients will say to you the phone was going all night and the 
nurses were running up and down and commodes and noise keeps 
patients awake. That sort of thing (VI, pI) 
While some students actively identified that they learned from patients, others 
referred indirectly to this mode of learning by referring to specific patients to 
illustrate points that they were making. An example of this came from ZI4: 
Well actually it's funny because yesterday there was a man on my ward 
on neuro and he said that there was one of the day staff was on nights and 
he said that he nearly got up and hit her because she was making that 
much noise because he was that angry. I think I can relate to that, 
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because you know when you're tired yourself - and there was a bin in the 
corner he said and you know that you press the pedal and the lid flips up 
and he said she must have gone to it twenty times through the night but 
made it slam shut and he said that he was that mad in the end that he said 
he felt like - because it kept him awake, he said- I kept jumping - and he 
was awake and then he'd try and get to sleep and she'd do it again. I 
mean I know that's so stupid but it's things like that, that you know -
because he was tired all day and he was really, said that he just can't be 
bothered doing anything (p3) 
Students also spoke of learning from their own experiences of sleep as individuals. 
Typical quotes included these from three of the students: 
I just know from my experience how I feel. If I have a good nights sleep I 
feel, you feel more refreshed and you can take on things. But when 
you're drained and tired everything gets on top of you so it must be even 
worse for the patients who've got a physical or a mental problem as well 
(VI6, pI) 
I suppose I'd have to say that I haven't actively learnt anything about 
sleep so what I know about sleep is just, you know, what you assume 
through life experience, I suppose. I haven't actually read anything. And 
I have to say that, and we all said the same filling in your questionnaire, 
it's sort of brought the issue, it's like we're suddenly aware that we don't 
know anything about sleep really although we all know, or we all say-
oh you know sleep's good for you and you have to sleep. Through life 
experiences I suppose (YI4, pI) 
From my own sleep really. If I don't sleep then I don't feel well and 
what have you, so I relate it over to how patients would feel (ZI2, pI) 
A few students also thought that parenthood had helped them learn about sleep 
promotion: 
Personally I think it's with having my own children and my own life 
experiences, what I find is good for me and what is good for the children 
and family rather than just straight from University (XI8, pI) 
Came through my own experiences, I think. I've got four children so I 
understand what it's like and I've done nights, so I understand how awful 
you can feel by not having enough sleep (Z43, pI) 
Some students also considered that they had learned through observing and working 
with staff in the clinical area. Some reported positive experiences through active 
teaching and role models: 
I think the surgical ward especially - they're very good. Because they do 
kind of value - they keep quiet, they value people's privacy and they try 
to keep the lights down and the noise down and, you know, if they have 
to have a light on they'll kind of maybe put a curtain round someone or 
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whatever so I think they were quite good in that ward at that. I was quite 
impressed (X8, p2/3) 
The ward that I'm going to work on - they're particularly focussed on 
that and the night staff are really good with setting the right sort of 
atmosphere so that people can get to sleep. Yes, I've had a good 
experience there (ZI4, p2) 
However, for most of the students, this seemed to be either a negative or more mixed 
experience of learning about sleep and sleep promotion. The following quotes were 
representative of these students: 
I think it's been the experience of different nurses on clinical placements 
that's been most useful in terms of rest and sleep but I think that it is 
probably been a neglected area overall. It's been kind of haphazard .... 
and there's been bits and pieces from individual nurses but it's not been 
put together in any particular way ... it's never really been taken as a 
whole .... some places are good at it and some aren't - they're kind of hit 
and miss (X22, pl,3,& 4) 
When you're on the wards it just depends who you work with (V6, p4) 
I think in the clinical areas, I think it's all pot luck, you know, where you 
are. It depends on the sister, it depends on the routines, it depends 
sometimes on the auxillaries, you know what they're like ... J think it is 
very dependant on the staff that are on and the ward you're on and how 
up to date they are with their information and how good they are with 
controlling out of date routines. Because I know some medical wards, 
especially elderly ones, can be quite stuck in their routines (X8, p4 & 5) 
I can't say I've sort of seen much in practice related to sort of sleep or 
any therapeutic things towards sleep (ZI2, pI) 
I can't say that anybody has particularly said to me anything about 
people not getting enough sleep .... I think it is something we haven't 
really addressed and it's never really been brought up in conversation or 
any of the sort of clinical practice that I've had (X9, pI & 3) 
I remember the ward I used to work on, there was a sign up in the toilet 
saying 'remember when you're on nights' - it was an article written about 
how noises carry. And that's the only thing that I've ever sort of seen 
highlighting how to promote their sleep and how different noises do 
affect their sleep. And I really don't think it's stressed enough. And I 
think that nursing programmes to all grades should emphasise this point 
(Y4, p2) 
I think a lot of people don't actually take sleep seriously (Z8, p4) 
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One student further considered that the learning experience within the clinical area 
was affected by the management of the ward: 
I think the ward managers have a big effect on it like- I can think of a 
few wards where they really promote, they have a quiet hour during the 
day and staff are informed, you know, to sort of behave differently in the 
night. And yet you go on other wards and it's not even considered. So I 
think the actual ward managers, some of them seem to be really aware of 
it and others I think it's overlooked (V6, p2) 
V15 spoke of a management decision that negatively affected their learning 
experience: 
Personally what happened to myself was that when I was on nights the 
sister in charge cancelled the RCA (health care assistant) for nights 
because I was on, despite the fact that I was supposed to be 
supernumerary, which was hard for me to grab the concept of sleep from 
a nurses point of view because I had to extend my role from a student to 
a health care assistant as well (p4) 
Students also often spoke of observing negative aspects of care within the clinical 
area. For example: 
I have seen actually, I have been on one ward that the nurses at the 
nursing station when they eventually got a seat would whisper, but I have 
been on another ward where there's been all sorts of hilarity going on and 
it was commented on in the morning, but then they didn't do it on 
purpose, they just forgot (Xl, p2) 
The night staff, you know, sometimes may not be considerate regarding 
people sleeping because obviously they're having to be awake and keep 
themselves going (X13, p2) 
The students were asked to consider what, if anything, could have been added to, and 
would benefit, their programmes regarding sleep promotion. The students' views 
centred round three main areas: 
• Theoretical content; 
• Linking theory to practice; 
• Doing night duty. 
There was general agreement that there should be more structured content on sleep 
and sleep promotion within the theoretical component of the programme. Aspects of 
sleep and sleep promotion that the students recommended for inclusion in pre 
registration programmes of study were: 
• The sleep process, including types, stages and physiological signs of sleep; 
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• 
• 
• 
The need for sleep and the benefits of sleep; 
Sleep deprivation; 
Sleep promotion including practical interventions, reducing noise, avoiding 
routine orientation of care, pain relief, complementary therapies and 
research/evidence based care. 
All students had some recommendations to make as no-one saw their programme of 
study as including all the relevant educational input and experiences. As the 
following students put it: 
Everything. Absolutely everything because like I said they just 
mentioned it in the ALs but never went into any depth. Maybe if we had 
one structured lecture on it or even an assignment on it, that would help. 
But it's very, even in your core practice programmes, that you tick off as 
you go along, there's nothing in that either (ZI9, p3) 
I think it's definitely a subject that needs to be covered. I think you have 
to show to students the advantages of patients sleeping, you have to 
incorporate prioritising so you don't disturb the patients unnecessarily. 
But I think you also have to try and put in that sometimes you've got to 
recognise that it's inevitable that you will disturb the patients. But I think 
I would just try and link it more into the programme itself and perhaps 
use the research behind nights which has been done by previous people. 
But I think it's a definite topic that should need to be covered during your 
nurse training (VI5, p3) 
A session on sleep and sleep patterns. What to look for in the person and 
I certainly don't understand about the sleep patterns ..... there should 
definitely be a session that actually looks at sleep promotion .... and we 
don't deal with sleep within the hospitals. How you can aid it. Different 
ways of working within the ward to make sleep as beneficial then as it 
can be really. What the benefits are, what the disadvantages are of 
somebody not sleeping. Sort of an overview then of everything (YI2, p4) 
Many of the students spoke of the need to link theory with practice. The following 
quotes are examples of what the students said in this category: 
I think the thing that would do most good is to actually link, make the 
link between theory and your clinical practice more official, less 
haphazard .... It could have included a portfolio that students could 
undertake while they're on placement with a questionnaire or research or 
anything. Just to spur you on, to think about things (X22, p4) 
And clinically to see it practised on the wards where they work and see 
some sleep promotion there. Because it's OK being told the theory and 
then never doing it. You need to see the theory, hear about the theory in 
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the class and then see, see why, and almost sort of see how it affects 
people - sleep, I mean, sleep deprivation (YI6, p4) 
If we maybe had to do 3 night shifts and during one of those night shifts 
we actually had to look at the environment - and some more input on a 
practical experience on a practical setting because although there's sort 
of an academic side to nursing there's also a lot of practical things that 
we don't perhaps get on the wards because they are so busy. So maybe as 
part of the curriculum, you know, or even as a learning outcome, because 
we have some personal learning portfolios, maybe a question on sleep 
and have a look at the environment so that you're actually aware of the 
problems and you can have a think about it (X9, p5) 
There was general agreement about the value for students doing night duty, as 
typified by the following quotes: 
I think you should have more nights incorporated into your programme. 
Professionally in all my student training I've only done a maximum of 
three nights which is necessary for the NMC, as it is now. But I think that 
we should be made to do more because I only had experience of one 
environment professionally and I think you should possibly get more 
experience of nights and sleep promotion for patients (VI5, p 4) 
I think it's good to do nights and see twenty-four hour care (YI6, p4) 
I think that you need to see what goes on in the nights and how people 
are because also people are different of a night or some people are, 
conditions and that. ... Oh, other students will hate me for saying that! 
(ZI4, p3). 
Only 1 student expressed some doubts about the value of night duty for those who 
had worked them before: 
I don't see why it's necessary, to be honest, but that might be just me 
because I've been on nights, I've worked on nights, I know what it's like. 
But then on the other hand I guess if people hadn't had any experience of 
nights it could be useful. Or maybe they could let you opt out if you had 
worked nights previously (Y22, p4) 
As none of the students indicated that they had experienced an optimum pattern of 
delivery of theoretical content for sleep and sleep promotion, they were asked to 
reflect on what they would see as the best pattern of delivery. A few students felt that 
once only in a three year programme would be sufficient, with one student (Y22, p4) 
of the opinion that the timing of input did not matter. However, the concensus of 
opinion was that the theoretical input would be best delivered in an ongoing or 
regular pattern. The following quotes represented the overall views of the students: 
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Maybe say once every six months have a session on sleep promotion or 
something. Even if it's an update, just to see, just to get other people's 
views of how they found it on the wards and what would you promote 
type of thing you know, that type of thing, maybe just once every six 
months. Make people think more of what they've done and how would 
they improve it (V5, p4) 
An hour I don't think is enough ... .1 suppose you really don't think it's 
that important until you're out in practice and then you do start thinking 
about it. So I think maybe if you learnt some in first year, I think it was 
first year we probably got it, so you're so much further down the line that 
you tend to sort of forget I think about those things. So maybe something 
else being introduced when you're further on in your training could help 
you understand a lot more about it (X9, p3) 
Throughout. Because often things are told to us in first year and that's it. 
And I think a good lecture on the reasons at the start so we know we can 
start straight away on trying to make a change. And then more as we go 
through. So possibly more in depth at the start, the physiological reasons, 
the theories, what's happening to us in sleep, the different stages of sleep 
that we need and then just a sort of a reminder in second year and then 
just like a little theme going, sleep and relaxation that we can take out as 
practitioners (YI6, p4) 
1'd have it in all three years, 1'd keep the whole holistic thing going 
throughout the three years ..... this is one thing that would help in nursing 
(Z23, p617) 
5.1.2 Knowledge of the students 
The findings are given under the headings of: 
• Knowledge of sleep as a curative and beneficial medium; 
• Knowledge of sleep disruption; 
• Knowledge of sleep promotion. 
Knowledge of Sleep as a Curative and Beneficial Medium 
The students generally categorised their knowledge of sleep and sleep promotion in a 
range of poor to fair, with a few students stating that it was fair to good (one, Y9, 
after reading up on sleep following completion of the questionnaire!) However, 
many stated that they had no knowledge of the actual processes of sleep. The 
following quotes were representative of the students' responses when asked what 
their understanding of sleep was: 
I think nurses need to know more about the different stages of sleep and 
how it benefits the patient the patient to achieve these different stages. 
But I don't know that much about the different stages of sleep (VI, p4) 
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I don't actually know much about the processes of sleep and how much, 
what happens to us physically in sleep. I know that you can feel 
sometimes regenerated after a sleep but also sometimes tired but I 
haven't ever really looked into why, it's just something that happens 
really (YI6, pI) 
I don't know too much about the functions of sleep. I know there are 
stages, REM and that's all you really have to reach to get a full- to really 
energise kind of, I suppose. That's how I really understand it, it's just the 
body's chance to be focussed on other aspects of healing. Like cell 
regeneration but I haven't really done too much on the psychological 
effects, it's more perhaps the physical side of things. But it is something I 
would like to learn more about but we haven't had an opportunity on the 
course (Z7, pI) 
I don't know a great deal but I have a fair understanding (X22, pI) 
I would have described it as fair before I did the questionnaire but I 
would now, I now honestly think it's quite poor, the theoretical 
background and knowledge on sleep (VI8, p3) 
None of the students named all the stages of sleep and their specific functions and 
some students did not respond in any detail, other than to indicate that they did not 
know. Some of participants, however, confided that they only knew about REM, due 
to the pop group ofthe same name (!) and not in relation to the sleep process. This 
insight was recorded through the notes kept on the experiences around data 
collection and encounters with the participants. Overall, the students' responses on 
their understanding of sleep showed that there was a general notion of sleep being 
beneficial. Three main categories, related to the students' knowledge, emerged: 
• Sleep being necessary for well being; 
• Sleep being necessary for regeneration and repair of normal wear and tear; 
• Sleep being necessary for recovery and healing in illness or injury. 
Some students' understanding of sleep included the notion of its importance to 
general well being. An example of the responses to this effect was V5 who stated: 
It makes you have a sense of well being - I think if you have a good 
sleep you get up feeling much better in the morning. I think if you don't 
sleep very well at all you're not straight enough to think .... .I think you 
feel much better if you have a good sleep (p3) 
The responses generally related to the notion of physical well being, with very few of 
the students mentioning psychological health. Many of the students spoke about 
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sleep being necessary for regeneration and repair of normal wear and tear. Typical 
answers came from these students: 
I know it's a process which we all need, part of body restoration. I know 
that when you sleep your brain is never turned off, your brain is always 
active, so your brain never rests. But other than that it's part of the 
restoration of your body, things will grow, your bones and your body 
replenishes itself through sleep (Z23, p 1) 
My understanding is that your body does a lot of its healing work when 
you're asleep. Certain systems close down and allows the body to set 
healing systems in motion. That's it really I suppose. Probably missing 
something huge! (Y14, pI) 
As before, the notion of mental regeneration was not very evident, with students' 
answers centring on the notion of physical regeneration. Many students also 
recognised the role of sleep in recovery and healing. A typical quote in this category 
came from X8 who said: 
Well I think it's a really important part of the healing process because 
you really need to rest up and, you know, your cells need time to 
regenerate and I mean when you're ill you probably need more than most 
people and if you're not getting it - enough sleep - then you are going to 
be affected. And it affects your mood and affects your energy levels and I 
think it is important for people to have good rest (p 1) 
Knowledge of Sleep Disruption 
Four main categories emerged from the data concerning the students' knowledge of 
the factors that can, and do, disrupt sleep. These were: 
• Noise; 
• Environmental factors; 
• Routine; 
• Pain/anxiety. 
Nearly all students spoke of noise as the major sleep disturbing factor. Main sources 
of noise that the students identified were from: 
• Nurses themselves, including noise from talking, laughing, moving about and 
from inappropriate footwear; 
• Other patients, especially confused patients and admissions throughout the night; 
• Equipment, including pumps, telephones, buzzers, commodes and trolleys. 
The following quotes from students encapsulated the key points in this category: 
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I do know I've seen many patients complain about nurses being noisy, 
bashing bedpans up the ward and so on, squeaky shoes. It sounds trivial 
but to patients it matters a great deal (V18, p 2) 
For the patients - noise. A lot of the time it was staff talking and joking 
and lights in the office on and stuff like that, you know (Y9, pI) 
Commodes are the big thing that I've found .. .it's not so much the actual 
taking the commode to the bed it's the noise of the commode. On the 
new medical assessment unit they have quiet, very quiet ones like quiet 
wheel ones, they are very quiet. So its mainly that and a few times I've 
gone in the following morning and they say the nurses were talking and 
laughing all night and you know up and down the ward. So it's mainly 
the nurses, the commodes and the telephone going all night. They're the 
main things (VI, p2) 
It's noise, nurses, basically. I mean there are the patients obviously who 
are wakening up, because of you know, headaches and analgesia and 
things like that but I think most of them, when you talk to the patients in 
the morning especially as a student nurse you know they'll go on and on 
about noise - basically you know the obs machine and trolleys and doors 
and things (Xl, pI) 
I think noise is a big one with staff - some staff. Some staff are, you 
know, are aware of it. Other patients, you know if you get someone 
confused or, especially if they need attention through the night (Z14, pI) 
Various environmental factors were known to the students as being potentially 
disruptive to sleep, including the room temperature, lack of privacy, lights and 
uncomfortable bedding, including lack of pillows. Another factor identified was the 
layout of the ward or unit, especially those with the nurses' station in the middle. 
This was reported as being disruptive regarding light and noise. As Y12 noted 
regarding bedding: 
Pillows has got to be a biggie within the hospital. If you go to another 
department you have to bring pillow back. You can't leave your pillow or 
you'd get your hands chopped off. But that's got to be really bad because 
then pillows are obviously a shortage within the hospital and people 
might like six pillows and only have two pillows. It's got to be a factor in 
not sleeping well (p2) 
The routine of the ward and the routine orientation of care were identified by many 
students as being disruptive to sleep. The following quotes from students were 
typical of the sample: 
I think that's always something that's still a bit, I suppose, in hospitals -
this regimental - having to - you know there just seems to be such an 
eagerness to have everything done by a certain time in the morning and 
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you really feel that pressure - you feel that as a student as well - to have 
patients up and dressed and washed and so on (X13, p2/3) 
They get woken up far too early you know. The ward routine is sort of 
paramount. You know, maybe patients are just getting off to sleep and 
they're being woken up to have a drink thrown at them or, you know, 
breakfast or they have to be up and sat by the bed (Z13, p2) 
The students also identified pain and anxiety as factors that could disrupt sleep: 
Well from the physical side, possibly the condition that they're in, with 
any pain or any side effects from medication can sometimes interfere. 
And perhaps just feeling uncomfortable sleeping in the room say with 
five other strangers .... Some people feel comfortable anywhere, but 
others you can tell they like their privacy, they like their space because 
they're so anxious that they can't sleep (Z7, p2) 
Knowledge of Sleep Promotion 
The students identified practical elements that could help to promote sleep for 
patients in hospital. The main categories that emerged from the data generally 
reflected the students' knowledge pertaining to factors causing sleep disruption. The 
categories for sleep promotion practice were: 
• Actions to reduce noiselkeep noise to a minimum; 
• Patient comfort and well being, including relief of pain; 
• Prioritisation of care lavoidance of routine orientation of care; 
• Use of night sedation. 
The students knew of, or could suggest, many ways of reducing overall noise. Many 
spoke of the need for nurses to make a conscious effort to keep their voices low, 
move quietly and wear appropriate shoes. Students also considered that more 
attention could be paid to noise factors due to equipment by turning alarms down, 
ensuring wheels were oiled and that bin and door lids did not bang. Reduction of 
noise from other patients seemed to be seen as more problematic to address, although 
students spoke of overarching issues such as the design and layout of wards to the 
more operational factors such as moving noisy patients and the use of earplugs for 
patients. The following quote was typical: 
I really think that the practical issues could be addressed. Nurses' shoes 
and things like this. I mean it may sound very stupid but I noticed when I 
worked nights, because I was an untrained nurse in a nursing home, and 
it was really drummed into us that we must wear quiet shoes and it does 
make a difference because little things do irritate a person when they 
can't sleep. I've noticed myself, noises I usually wouldn't pick up on, if I 
can't sleep I'm picking up on every little noise. And this can become a 
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real irritation if you're lying there awake. And nurses' shoes, nurses' 
voice levels. I realise that life's got to carryon. You can't just give up as 
a nurse because it's night. There are, you can be working all night, and 
invariably are, but can be reducing sound levels. Another thing was, I 
found that patients complained of in the new hospitals, the bins with the 
lids, the lids of the bins come down with a clatter if you put your foot on 
them and take your foot away again. And that was another irritation to 
them (Y 4, p3) 
The category of patient comfort and well being encompassed a wide range of nursing 
actions that the students knew of to help promote sleep including physical and 
psychological comfort, assessing normal patterns of sleep, facilitating a normal sleep 
pattern, relaxation therapies and provision of a quiet hour. VI noted: 
You know, I think that nurses need to know more about the patients bed 
time routine rather than the hospital bed time routine. I think we need to 
know more about what people normally do. Particularly the elderly 
people. Elderly people like, more so than younger people, like to go and 
get a wash and put their teeth in a jar or whatever you know before they 
go to bed, so I think we need to know more about the patients bed time 
routines as they are at home (p4) 
Appropriate pain relief was highlighted by some students as being key in the 
promotion of sleep. As Z12 stated: 
The night staff were very sort of calming .... and those that needed to 
have the correct pain relief - they were on top of it all the time (p2) 
Many students spoke of the need to avoid routine orientation of care and to prioritise 
care and avoid unnecessary interventions as highlighted in this quote: 
It's, mostly I would say like four hourly obs or whatever that they go into 
do and I would think that sometimes it's not necessary but they carryon 
doing it just for routine and wake the patients up. So you do sometimes 
see that - you know, patients getting woken up for no reason, well when 
it's not really necessary - it could wait until the morning (ZI4, pI) 
Some students also mentioned the appropriate use of night sedation as being 
important in sleep promotion. Their comments indicated that they recognised the 
value of night sedation, but that the prescription and use should be carefully 
considered. As V 15 said: 
What seems to strike me quite a lot is if your patient is not sleeping very 
well then it's straight to sedation from a medical point of view rather than 
looking at the patients' environment. We actually did have one patient 
who couldn't sleep because he didn't have the pillows at home which 
he'd had for years, so once we'd brought them in he slept fine. So I think 
you've definitely got to look more at the psychological point of view 
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from a patient, regarding the environment, regarding the patients round 
them, rather than just go straight to sort of medication straight away (p5) 
The key qualities and skills that the students saw as being helpful in sleep promotion 
were: 
• 
• 
• 
A knowledge and understanding of sleep and sleep promotion; 
An empathetic approach to patient care regarding sleep promotion; 
Interpersonal skills, including communication skills. 
Many students spoke of the need for a better understanding and knowledge of sleep 
and sleep promotion so that they could not only improve their practice, but also 
educate other staff and patients, as shown in the following two comments: 
I think a better understanding would help, if we understood why we need 
the sleep and what the sleep actually does for us, I think we'd be better at 
promoting it (YI6, p2) 
We need to know about sleep and sleep promotion to be able to pass it on 
to the patients. Be able to teach them relaxation skills and things like that 
(ZI9, p2) 
Students also spoke ofthe need for an empathetic approach. V16 stated: 
I think it's just appreciating putting yourself in the patients position, 
being more, what's the word, just trying to, have consideration really. 
Talk quietly, do the minimal disruption, just bearing in mind that you 
have got things to do but to go about it quietly, just bearing the patients 
in mind really (p2) 
Interpersonal skills, such as communication skills, were also talked about by the 
students. As Y12 said: 
So you should be as sensitive as you can be and maybe able to talk to 
people and ask them just directly do you think you're getting enough 
sleep. Never really do that really. I mean you might say, oh you slept 
well last night but you don't ask have you slept well last night. You just 
sort of take it for granted then that somebody's slept well so perhaps we 
could improve that (p4) 
Skills such as being assertive were also mentioned. X18 noted: 
Maybe a bit more assertive, to be able to say to members of staff or other 
patients, you know, you have to be quiet, everybody needs their sleep and 
if you can't be quiet or you want to read or whatever, go into the day 
room. You know, to be assertive as well as, not lay down the law but to 
say that it's everybody's entitlement to have a quiet environment (p2) 
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5.1.3 Attitudes of the students 
The findings will be presented in three sections. 
• Students' attitudes to sleep 
• Students' attitudes to their sleep promotion practice, including practice that they 
thought they might change when registered 
• Students' attitudes regarding education and knowledge of sleep and its promotion 
Attitudes to sleep 
The data suggested that all of the students held positive attitudes towards sleep, 
seeing the process as being a beneficial and curative medium. The following 
comments reflected this attitude: 
I think if you don't sleep very well at all you're not straight enough to 
think or, you know, I think it helps, aids good recovery as well if you're 
poorly. I think you feel much better if you have a good sleep ... .! 
sometimes think that it would actually hold back any recovery that the 
patient is having if they're not sleeping very well (V5, p3) 
I'd be angry if I hadn't been able to get to sleep which is then a vicious 
circle and I can remember some nights when I just felt so miserable and 
I'd think, you know, the only thing that is going to make me feel better is 
sleep and you knew you couldn't and it was sheer misery. And obviously 
I wasn't functioning as well as I could have been because I hadn't had 
the sleep for whatever reason. I think it's really important (Y22, p3) 
Sleep is an important part of a person's well being .. .it does have an 
effect on people's recovery rate (Z8, p8) 
Attitudes to sleep promotion practice 
The students' opinions on their sleep promotion practice were mixed. Some students 
indicated that they saw themselves in a positive light with regards to sleep 
promotion, as epitomised in the following quotes: 
I don't mind if a patient says to me of an afternoon - would you mind if I 
get on the bed and have an hours sleep. I mean to me that's good for 
them, but other nurses will say, no get them out of bed you know, up 
sitting in a chair all day long. I don't mind that, I don't mind patients 
going to bed early if they want to, if that's what they're used to, so I 
don't mind how much really patients get sleep, so long as they do things 
like their rehabilitation, their physio - stuff like that. Yes, I am quite, 
quite good of a night when it comes to being quiet. Other nurses aren't 
quite as good, but yes I think I'm quite pro sleep (VI, p4) 
The nights I have been on, I have been careful and have tried to be quiet 
and I hate waking people up but I don't think I've taken any steps to 
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make - I've not said to everybody - right this is really important we must 
make sure that nobody's disturbed tonight (Xl, p3) 
I didn't think that their sleep needs were very well catered for. I thought 
they got woken up far too early you know, routine was far too strict. I 
didn't like that at all. I don't think we should have routines like that. I 
think everybody sleeps differently and if somebody wants to lie in bed a 
bit longer and have their breakfast in bed then why not. I mean what's the 
problem - what's the problem. What's the rush in getting everybody up 
and dressed for a certain time, you know. And OK - have a little bit of a 
routine because some people do like that, you know. But it's not for 
everybody and I just don't like that strictness (X8, p2) 
Other students indicated that they saw themselves in a less positive light with regard 
to certain aspects of care. Often students spoke about the difficulties of trying to 
promote sleep in the environment and working with staff who were less positive than 
themselves. The following quotes demonstrated the range of comments: 
So maybe, you know, you are a bit selfish sometimes in that way. You do 
find you're talking and you don't realise the noise level that you're 
talking at and you could be sitting right by a patient's bed (V5, p2) 
I think when you come into hospital and you're working on the wards 
that's your everyday job and I think you forget this, especially when 
you're doing nights. So then they want to sleep but to you it's just ajob 
and you're just walking about doing your thing, getting your jobs done, 
talking to each other so I think you've sort of got to be a bit more 
considerate (V6, p3) 
I've been aware of it, I've been aware that it's a problem but I've not 
really been aware of anything, anything that might promote and trying to 
change it, any kind of techniques (X22, p5) 
Not really - I find it's pretty inevitable that they're not going to' (Y4, 
considering whether it was possible for patients to have a good nights 
sleep in hospital, p3) 
I think it's very hard to promote sleep in hospital but I don't think it's 
high on the agenda. I think if you're in hospital, you've got to live with it 
(Z8, p3) 
They're not met in any holistic way where you have to try and 
understand the patient or you look at everything surrounding why they're 
not sleeping. It's usually something as simple as a curtain, putting 
somebody in another room - maybe it's too much effort for people. I 
mean I'm guilty of it myself, we're all guilty aren't we, I could say we all 
know sometimes the right things but we don't always do it. You conform 
to the environment, the people you work with sometimes, who you're 
working with. No I don't think they're met that well at all. Night staff are 
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guilty of this as well. They tend to speak loudly and sit at their desk and 
speak to each other about holidays and everything - that keeps people 
awake. I don't think there's a good understanding but having said that 
you can't expect the night staff to sit there and not speak all night 
(laughs) (Z23, p4) 
Some students indicated that they had not thought about this aspect of nursing care 
before as exemplified by student Y12 : 
I haven't thought about that before to be quite truthful ..... really just 
sitting and talking at the nurses' station - you very often get the patients 
saying- it was noisy last night. ... You don't really realise what you're 
doing until somebody brings it home to you .... I would have thought that 
nobody really thinks about it- I don't think they do anyway (p2) 
Students talked about the difficulties of influencing practice and other staff as a 
student. For example: 
I think as a group you've got to actually get together and discuss it. 
Everyone's got to sort of agree to behave a certain way on the wards. But 
as bank staff or as a student I don't think you've have quite the say when 
you're going round wards but when I'm sort of qualified that's something 
that I would sort of put forward if I was on a ward that it wasn't good I 
would sort of say well I think it's important that we should try and 
change practice a bit (V6, p5) 
As a student I tend to do whatever I'm told to do (VI8, p2) 
The three main categories that were evident in the data on what the students felt that 
could be changed and that they might change were: 
• Reducing noise; 
• A voiding or changing routine orientation of care or prioritising care; 
• Education of self and other staff. 
Many students considered that the main thing they would change to improve the 
practice of sleep promotion would be to reduce noise levels through various actions. 
The following quotes were typical: 
I think I'd be annoyed at people if they're noisy on nights because it 
annoys me if people are doing things and talk because they're just 
generally being rude and there's no need for it. So I think I'd probably, 
that would be one thing that would get my back up and would probably 
make me say, you know, could you be a little quieter about this and go 
into the kitchen to have a little natter or you know. Maybe make them a 
little bit more aware about actually saying anything direct and just make 
them aware of how noisy they are. You could help change things without 
actually having to do anything in a way noise wise. I don't know-
probably when you're out there you could think of more things and more 
174 
ways couldn't you? At the moment it's hard because you're sort of still in 
the student stage and still trying to keep everybody happy (Y12, p6) 
I think when I'm trained, I think I would - you know, instead of it being 
an ongoing thing when you're saying 'shoosh' every single morning and 
closing the doors over every single morning, I think I'd just have a little, 
you know, more of a formal discussion about it and say - this is what we 
need to do for these patients and they really do need help to get their 
sleep. And make them all aware because Ijust think - Ijust think they're 
not aware of being so noisy, you know (Z43, p2/3) 
A voiding or changing routine orientation of care and prioritising care were other 
areas seen as potentially being improved through the actions of the students, as was 
seen in the following two quotes: 
My biggest sort of bugbear is the breakfast. It's so early and really out of, 
well what I think and in my experience is,- out of synch. Most people 
wash and then have breakfast. It seems to be - oh well- we need to get 
breakfasts done so we'll do it early. And it's waking, it's waking people 
to eat. ... So I think when I'm a staff nurse I'd hopefully try and sort of 
say, no we'll leave it and try and get them a cold meal.. .. If someone's 
asleep then I think they need sleep, but unfortunately it's that dinner hour 
and they seem to get woken and I've probably been guilty of that in the 
past by waking them up to eat ..... so as far as it being easy to change - I 
don't think it will be that easy, but I mean maybe if I'd got more 
education I could sort of say to people why I think it's important to sleep. 
At the moment I've got no sort of research to say that you do need sleep. 
This is why - I'm just saying I wouldn't like to be woken up- I'm giving 
it as an opinion at the moment (Y16, p3) 
That's one thing I would change - this regimental you've got to get up at 
a certain time and - I don't like waking patients up. If a patient's asleep 
and you've been told to wake them up to give them a bath or whatever I 
just don't agree with that (Z13, p3) 
Some students felt that an area that they would like to see improved pertained to 
educational aspects: 
I'd like to do a little sleep package. A sleep package and try to at least 
sow little seeds in peoples heads that it is important and how it affects 
people. And I suppose I would be able to say, well I'm not, I'm not a 
patient but I have experience as several years of nights. And I have heard 
comments from patients (Y 4, p5) 
I mean I'm not going to go in as a newly qualified like a bull in a china 
shop. I think you have to change things a bit cleverly, bit more cleverly 
than that. As a qualified nurse you're, you know, you're teaching all the 
time and I think just if you've got the knowledge about why it's 
important, you can teach the importance of sleep and, and the 
considerations you know as a nurse to your patients (Y14 p5) 
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While most of the students seemed keen to improve some element of practice 
pertaining to sleep promotion, there were some difficulties foreseen: 
It's hard because it depends on the attitudes of the other staff around you. 
You have to tread carefully when you're first in there haven't you 
anyway, but perhaps say if you all feel that people would benefit from 
having more sleep perhaps you could tread carefully and try and do 
something taught on it.. ... It's actually finding your feet and sort of 
trying to change things a little bit isn't it? (YI2, p5/6) 
I know it will be difficult because of if the other staff members don't 
consider it an important - it's trying to change their views. Perhaps 
encourage them to think ahead and also the night staff because they're 
the ones that are going to have the most influence (Z7, p3) 
Students' attitudes regarding education and knowledge of sleep and its promotion 
The data indicated that the students regarded the need for knowledge and education 
on sleep in a positive light, as the following two quotes demonstrated: 
I do think that nurses in their training do need more input on sleep 
because we get very little and it's a big part of everybody's life isn't it? 
(VI, p5) 
I think I'll find it difficult trying to get other people to understand how 
important it is and I think if I was more knowledgeable myself about 
sleep, you know it's all right me saying to somebody - oh everybody 
needs sleep and, you know, everybody feels awful if they don't have 
enough sleep- the other staff in the ward's going to go - oh yes- you 
know, everybody knows that ...... So I think if you were more 
knowledgeable on sleep - if you're having problems on your ward and 
your patients aren't getting the right amount of sleep, if you can say to 
staff, well they do need this because this is interfering with the recovery 
of this because of whatever - people would take it on board a bit more 
rather than just being told to keep quiet, people are sleeping. So, I 
suppose you need something so that you can encourage an environment 
where people are going to be able to sleep well and to educate other 
people that you are working with that sleep matters (Z43, p6) 
This section has detailed the results of the data analysis of the student nurse 
interviews in Phase 2. The next section details the findings of the Phase 3 interviews. 
5.2 Phase 3 interview results 
This section presents the data from the analysis of the phase 3 interviews with the 
registered nurses. Volunteers (n=15) were interviewed from 4 HEls, 8 from critical 
care backgrounds and 7 from care of the elderly. The details of the participants 
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taking part in this phase of the study showed that there was a gender mix, a span of 
ages, educational qualifications and length of clinical experience. 73% (n=ll) of this 
sample were female, with 27% (n=4) males taking part. There was representation 
from all age groups and the participants' educational qualifications ranged from 
diploma to masters degree level studies. The length of clinical experience since 
qualifying ranged from 1 year to 26 years. 
The findings are presented under the headings: 
5.2.1 Educational experiences of the registered nurses; 
5.2.2 Knowledge of the registered nurses; 
5.2.3 Attitudes of the registered nurses. 
5.2.1 Educational experiences of the registered nurses 
Reflecting back on their original pre registration programmes, the participants had 
mixed views on the place of sleep promotion within the curriculum. A few 
remembered covering aspects of sleep and sleep promotion, such as the following 
participants: 
We definitely covered sleep as part of our psychology module and that 
would probably have been second or third year. But we didn't, 
interestingly, look at sleep in clinical practice. We did the actual theories 
of what sleep physically is but we didn't actually look about what the 
implications were in practice for the patients or for yourself or whatever, 
we just basically did the knowledge block behind it CAClO, pI) 
Well I do remember actually us having a group discussion about that. 
Mostly about what on the wards stops people sleeping. I can't remember 
if it was a session on its own or if it was part of another session but I do 
remember it. ... J think really they made us aware of the problems of 
sleeping in hospital. I don't know if they gave us that many remedies to 
be honest, I certainly don't remember remedies (AE9, pI) 
Others could recall very little or no input: 
Very little formal teaching or lectures. I think maybe one lecture if there 
was in the latter part of the course but apart from that there wasn't any 
formal teaching. I wasn't obliged to work any night shifts so I didn't 
work night shift as a student at all.. .. so, very little CAC7, pI) 
I don't think we ever had that as part of a programme actually. You know 
I don't think I was ever taught that (AElO, pI) 
I learnt nothing about sleep and sleep promotion during my training -
only on the wards. I was given no evidence or no background 
information (BE3, pI) 
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The participants' experiences of sleep promotion in post-registration education were 
also varied. Some considered that they had had no input since registration such as 
BC4 who stated: 
I haven't had any, to be honest. I haven't been to any study days or had 
any courses where it's been incorporated. It's more just from other 
people who have looked into it on the unit where I work, then you get to 
hear about it from them really. But I haven't actually sat down myself 
and actually looked into it (p2) 
Others indicated that they had had some input on their current module/programme of 
study and this was generally viewed in a positive light: 
I've not had any formal education on the subject until Ijust did this 
course to be honest. It's been practical beforehand ... and it was certainly 
helpful. And we actually had the sister that I was talking about that holds 
the clinic. She actually came in and was talking about the patients and 
how they felt and certainly sleep deprivation was one of the biggest 
things that they remembered (BC5, p8) 
And I think as a qualified nurse you've touched on it during your training 
and then eleven years down the line for me I've never touched on it again 
since and my memory's certainly not what it was. I really have to rack 
my brains to think back to that first session. And it tends not to be 
touched on a great deal in an awful lot of the post-registration courses 
that you do. I mean I'm doing the care of the older person and we have 
actually touched on sleep this time, but on an awful lot of the other 
different post-reg. courses I've done it's never particularly been 
mentioned (DE2, p2) 
Most of the participants felt that they had learnt most about sleep and sleep 
promotion outwith that of theoretical input, both in their initial programme and since 
registration. Like the students, the registered participants indicated that they had 
learnt mostly through: 
• Clinical practice, including night duty experience; 
• Learning from patients; 
• Learning from other staff ; 
• Their own sleep and life experiences. 
Many of the participants felt that they had learnt mainly through their clinical 
experience, both as student and registered nurses. The following quote is typical of 
the responses: 
Just on ward experience. There was no formal component that I can 
remember in the course about sleep at all except for night staff to change 
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their shoes .... .if they had noisy shoes and that was about the only thing I 
can actually remember because it was a number of years ago now and 
basically listening to patients and the experience of actually being on 
night shift and finding out how patients actually slept or didn't sleep and 
what kind of noise went on overnight. I've never had any formal sort of 
post reg. or pre-reg. training at all on the topic of sleep. Its all been very 
much hit and miss (AE3, p 1) 
Most participants further considered that the experience of night duty was an 
essential component in learning about sleep promotion as epitomised in the following 
quote: 
I think mostly from the practical setting about being with patients 
sleeping, particularly with the sleep enhancement on night duty. I don't 
think probably before then I'd realised how noisy and how difficult it 
probably was as a patient to get to sleep on nights and all the difficulties 
that entailed. So I think you were probably prompted to think a little 
more about it (DE2, pI) 
Many participants also spoke of learning from the patients themselves. The following 
two quotes were representative of the sample: 
I think listening to what your patients are saying - that's the most 
important thing isn't it? It's listening to what they're saying, not what we 
want, but what they want. So their experiences are important (AElO, p3) 
From patients' experiences, talking to us. I think that that is probably the 
best way of ever finding out really about sleep deprivation (BC4, p3) 
A few of the participants spoke of learning through their own life experiences, 
especially relating the effects of sleep deprivation to patient care. As DE2 
considered: 
Probably because it's something that everybody does and it's probably 
something I think that you take for granted unless it's taken away from 
you as I realised when I had my child (laughs). Trying to work and 
seeing to a child that didn't sleep because she's three now and we're still 
not the best sleeper in the world. So I could sympathise with patients a lot 
better when they had not slept or they were disturbed during the night, 
definitely. It made it a lot more real (pI) 
Some of the participants considered that they had also initially learnt from other staff 
and colleagues as role models, as demonstrated in the following three quotes: 
I think really, it was just picking things up as you go along really, mainly 
from colleagues. I've worked in a variety of clinical settings and it's very 
different really promoting sleep on a ward and promoting sleep on an 
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intensive care unit. It can be quite a different thing. So I think really from 
experience and from colleagues really (BC3, pI) 
From my training - I know my training is just about obsolete but I learnt 
everything off having role models - looking at a nurse I thought carried 
out the job efficiently and well and I would use her as a role model. I 
mean that's life - we do do that. Yes I think nurses, even though the 
training is better nowadays - they do have more knowledge when they 
come onto the ward and their own ideas should be promoted at college. 
They're taught to believe in themselves. I still think they come onto 
wards and see experienced nurses as knowing everything and using them 
as role models (AC9, p5) 
It was virtually just follow, observe what the trained staff did (DE3, pI) 
The participants were asked to consider what, if anything, could be added to, and 
benefit, pre- and post-registration programmes regarding sleep promotion. Their 
views centred round four main areas in respect of the pre-registration programme: 
• Theoretical content; 
• Linking theory to practice; 
• Structured learning from patients; 
• Doing night duty. 
The data indicated that the participants were convinced of the need for theory input 
regarding sleep and sleep promotion in pre registration nursing programmes. The 
necessary theory to underpin sleep promotion practice incorporated the following 
elements: 
• The sleep process, including types, stages and physiological signs of sleep; 
• The need for, and benefits of, sleep; 
• Sleep deprivation; the causes and effects; 
• Sleep promotion practice; all aspects of care, including troubleshooting and 
research and evidence based care. 
As ACIO put it: 
Well I think obviously you need to appreciate the different stages of 
sleep and you need to understand what sleep is, what the different stages 
of sleep are. Maybe what happens during the different phases in terms of 
your physiological outcomes and then probably what happens when you 
don't sleep. That sounds very negative but - the sort of benefits of sleep 
and the negative aspects of not having sleep. And maybe then - I think it 
would be good even at that stage to have some practical knowledge at 
your fingertips so - what can you do if you are dealing with one of these 
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patients in the ward - in the middle of the ward of thirty other patients 
that are trying to sleep or whatever. Maybe just some troubleshooting tips 
for when they do get out there because it's not something that people will 
go through with you, like this is how to work a ventilator, this is how to 
work a monitor, do you know what I mean? Because it's not a technical 
skill, there is a skill involved, but because it's not a technical skill it's 
maybe an area that isn't thought about (p4) 
Several participants spoke of using methods other than straight lectures, such as the 
use of project work or the use of case studies. As DE6 considered: 
I suppose they could do with case studies, looking at patients who've not 
slept and who have problems sleeping and patients who haven't got 
problems sleeping - that's the only way I could see it really is by 
comparing. It's mainly down to education isn't it (p7) 
Many of the participants spoke of the need to link the theory with practice, including 
the use of clinical learning outcomes. The following quotes epitomised the 
participants' views: 
I think maybe lectures that relate directly to a clinical placement, say - I 
can remember in my training I think we were expected to do two weeks 
of nights out of the whole of the four years of my training course, but that 
was just randomly allocated really - you just did it whenever you felt like 
you were able to do it. But maybe linking a lecture or a teaching session 
with a practice placement and so you could actually practice what you 
just learned in college and maybe it would make more sense if you were 
doing the two things at the same time (BC3, p5) 
I think you do definitely need an actual theoretical side to it, but I think 
looking at it - I think I see it now as being a more important thing 
throughout the patient's care and I think that needs to come across in 
their practice areas as well even when they're on the wards. Because I 
didn't really see it on the wards an awful lot. It didn't come across as, 
you know, as quite an important aspect of the care but I think that they 
need to maybe have that in like the practice skills that they have to 
achieve on each placement. Maybe it should be incorporated in there as 
well because it is a huge aspect of the patient's recovery. And I think 
maybe that they should be able to have that opportunity to be able to look 
into it further (BC4, pI) 
I think to follow a patient through there would be learning outcomes 
there from their experience, you know - to follow patients through would 
be very helpful. And they can actually see it for themselves. And I think 
that's important. You know it's all right learning things in theory but you 
need to follow it through in practice, to marry theory with practice (Be5, 
p7) 
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Several participants further considered from their experience that structured learning 
from patients would be valuable in educating student nurses regarding sleep 
promotion. Some spoke of encouraging students to speak to patients within the 
clinical area to find out their experiences, while others felt that learning from patients 
within the theoretical component would be helpful for students: 
I think that it would be wonderful for an ITV patient who's better to go 
and talk to them and I think - I mean qualified nurses - experienced, 
qualified nurses have learned an awful lot by talking to patients who have 
got better and have come and told us how they feel. Can you imagine 
how much a student would learn? I think it would really, really open their 
eyes and I think that that would be absolutely fabulous. I really do think 
it would be a wonderful part of their learning curve. You know, to 
identify from a patient's point of view and how they feel. And I've 
always taught junior staff to put themselves in the patient's position -
how would you like to be to be looked after or how would you like if it 
was your mother or your father or you know any member of your family. 
And look at it like that.. ... And I think that would certainly help ... It 
would be different for them, because they have lectures predominantly 
from nurses and tutors, and I think that a patient coming in that, and 
obviously you would to look at the patient and make sure that you've got 
a sensible person, somebody who's not frightened to talk to people. 
Somebody who could talk to them in everyday sort of language and tell 
them how they feel and how they felt and I think it would really, really 
bring it home to them. You don't really realise how much noise you're 
making and you don't think twice about monitors going off and alarming 
and that. You would never think that patients would think that every 
alarm was theirs and that there was something wrong with them. And the 
fact that you're doing their observations every hour or every two hours-
does that mean I'm going to die because you're doing my observations so 
often. You know, a patient to talk to them like that, would really bring it 
home to them. Yes I think that would be a big help (BC5, p6) 
I think if you could actually do some good video talks on patients who 
have been in hospitals and who they themselves know what they need to 
help them sleep at night, I think that would be a good thing. Because 
unless you have actually been an inpatient in hospital overnight, you 
never really appreciate what its actually like because you don't think 
putting on the Clinomat in the middle of the night, you know you just go 
and do it and you know if the door is left propped open you create all 
sorts of havocs and smells, noises and other things. But if you get 
patients to record their own experiences and get the students to watch it 
and then possibly just go out on a couple of evenings and actually talk to 
some patients and find out how they feel. ... .I think something like that 
would help - a video talk and then maybe get them to talk to some 
patients and obviously fairly discretely because patients are not really 
going to want to land anybody else in it but they could tell you the true 
stories. And tell them how to make a cup of tea quietly instead of 
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clattering in the kitchen and how to keep their voices down because again 
actually doing a video on a ward at night and having somebody having an 
ordinary conversation would be a way of actually allowing them to 
appreciate how noise carries at night (AE3, p3) 
All the participants indicated that the experience of night duty was of value in pre-
registration programmes of study, but there was general acknowledgement that sleep 
promotion also occurred throughout the day. The following three quotes are 
representative of the sample: 
I did find night duty all right as a student, but as I say coming from my 
aspect now, we do find that, you know, sleep promotion can occur on day 
shifts as well, but I think it would be more interesting doing night duty ... 
I think that they should do nights definitely because then they do get to 
see it from a different aspect (BC4, p 112) 
I think it's important that they do night shifts. You know, it doesn't have 
to be that many but just to see how people, how the hospital runs at night 
and what nurses generally do when patients are on nights (laughs), when 
they work nights. And what patients do as well (EC3, p2) 
I think it's a shame that they don't do more night duty - I must admit I do 
think it's a shame because I got a lot out of doing nights when I was a 
student ..... 1 think to do some nights anyway is a great benefit (DE3, p2) 
Some participants did consider that the students were not paid for nights and might 
have difficulties with child-care, but still considered that it would be good for 
students to undertake some night shifts. As AC7 stated: 
I think there's an issue because you don't get paid for it and it is a 
stressful thing for students to go through anyway. But it is different in the 
type of tasks you carry out or the nursing that's required is slightly 
different than it is on days and you sometimes get a good insight into 
your patients at night rather than, completely different on days ... J think 
that it would be good for most students to get an experience of night shift 
(p2) 
When considering what, if anything, might benefit post-registration education, the 
participants generally indicated that it would be important to continue raising 
awareness of sleep promotion. Methods suggested included incorporation into 
induction programmes for newly registered nurses, inclusion in modules and 
programmes of further study, posters and leaflets within units, specific study sessions 
or days and having one member of staff with specialist knowledge of sleep and sleep 
promotion. Some participants spoke of the need for education of all staff, including 
medical staff. Some spoke of the difficulties of releasing staff for further study, but 
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still indicated that they felt that it was important to do so. Overall, although some 
participants had experienced ongoing education with regards to sleep promotion, 
others felt that it had not been addressed at all. Quotes included the following: 
I think probably there could be a role that a nurse could take on whether 
they would raise awareness in the unit if there was a trigger point from 
the noise, even some posters in the ward on the importance of sleep or 
having sessions during the day when it's quiet and people giving talks on 
sleep. It has happened on our unit- one of the nurses who was on this 
course gave a series of talks on sleep in lCU (AC7, p7) 
I think it is a very important thing to know about and I think to be a 
proficient nurse I think skills involved in helping patients get a good 
night's sleep are very important. So yes I think it's an important part of 
what we do really. But the amount of formal education and input we put 
into that area is very poor really (BC3, p6) 
Like I say, teaching. Teaching people about sleep promotion, raising 
awareness through that and working with doctors and anaesthetists 
together to try and introduce best sleep measures (EC3, p2) 
Yes, well we have numerous updates for everything else, don't 
we ..... always difficult getting staff off when you want to do formal 
sessions - I think that's very difficult. But I think what's been highlighted 
to me on this module is that even to have information there on the wards 
there for them so whether it was a poster or a book or something that 
staff would be more aware of, around the issues (DE3, p6) 
5.2.2 Knowledge of the registered nurses 
The findings are given under the headings of: 
• Knowledge of sleep process and functions; 
• Knowledge of sleep disruption; 
• Knowledge of sleep promotion, including qualities and skills. 
Knowledge of sleep processes and functions 
The data indicated that knowledge varied, from individuals who had a basic 
understanding of the sleep cycle and types of sleep to those who did not. Overall, the 
participants viewed their knowledge bases on sleep as being deficient, but it was 
evident that there was a general notion of sleep being a beneficial medium that had 
recuperative and regenerative qualities. The following quotes are representative of 
the responses: 
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I've got to be quite honest - I haven't got a lot of knowledge about sleep 
and sleep patterns. And I've never really gone to find any, you know. 
I've just thought - if someone has said to me that someone hasn't slept 
well, you know, I'm just maybe a bit more aware myself of them the next 
day, but Ijust think there's really a lot lacking. And my daughter who's 
going to do nursing and after you'd done that little thing about the sleep, 
I come home and I was amazed at the knowledge that she had. And she's 
doing psychology in school and we had a really good laugh about you 
know how much I didn't know (laughs) about different sleep patterns and 
you know I went to work the next day and I asked lots of staff - and very 
negative. Very limited knowledge and you know - understood that 
patients needed to sleep obviously, but patients needed to sleep and that 
was it - rubber stamp (BE3, p5) 
I haven't got a huge knowledge but I certainly understand that sleep does 
aid recovery (DE6, pI) 
My understanding? I don't know how to put it actually. Well we all need 
sleep just to fuel our bodies, isn't it? Without it we wouldn't be here. I 
don't know how I would word it. It's not, to be honest with you, it's not 
something I have actually ever thought about, sleep or sleep deprivation 
- it's not something I ever gave much consideration to (AElO, p3) 
I don't know an awful lot about it myself but from what I do know is that 
- I don't know all the names - but you do need to go into a deeper sleep 
to actually benefit from your sleep and to help your general condition to 
improve (BC5, pI) 
When you're getting taught about sleep, I think one of the things you 
have to learn about is your environment and noise and lights. I think the 
other thing that came home to me quite strongly which I hadn't really 
thought about before until we did it in this course was the ninety minute 
thing. That you have to really have that ninety minutes of 
uninterrupted ..... and I just thought - when does this ever happen? 
(laughs). It doesn't happen. Well rarely, very rarely. And maybe that is 
because of the area that I work in that we are poking and prodding people 
all the time. But yes - wow! (ACI0, p5) 
Knowledge of Sleep Disruption 
Four main categories emerged from the data concerning the participants' knowledge 
of the factors that disrupt sleep. These were: 
• Noise; 
• Environmental factors; 
• Routine; 
• Pain/anxiety. 
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All participants spoke of noise as a major sleep disturbing factor. The main sources 
of noise that were identified were: 
• 
• 
• 
Nurses, including noise from talking, laughing, moving about and from 
inappropriate footwear; 
Other patients, especially confused patients and admissions throughout the night; 
Equipment, including telephones, buzzers, commodes and trolleys, with the 
critical care nurses identifying machines in particular. 
The following quotes are representative of the sample: 
All the noises - monitors, the telephones are going constantly - and 
because of the unit we work on -it's an open space - it's quite a long unit 
so there's nurses constantly walking up and down. And I think we're one 
of the worst people as well - we're always talking - even on night shift. 
There's always that constant noise there. And the majority of it can come 
from the nurses themselves (BC4, p4) 
They can spot the night staff, they can actually tell you the night staff 
they dread coming on because they know that they are actually going to 
be noisier than other members of staff, which is a bit unfortunate but you 
know - that's life (AE3, p2) 
Just your general noise that you can't help when you are just going about 
your chores because you can't help but make a bit of noise when ripping 
open packets maybe or different things. What else do we have? Got more 
noise than that. Oh, we're just, we're terrible (laughs) .. ... And then 
something that we have been pulled up for a lot in the unit is just general 
noise at night - chatting and hub bub and laughter and because we're 
wide awake and we're getting on with our job (AClO, p6) 
The participants knew of various environmental factors that were potentially 
disruptive to sleep, including the room temperature, lack of privacy, lights and 
uncomfortable bedding. Other factors identified were the unit layout, especially that 
with the nurses' station in the middle, and the lack of natural lighting (reported by 
one group): 
The environment is just not at all conducive to sleep - it's noisy, it's 
busy, it's hot, you know the patient's almost guaranteed to be 
uncomfortable for one reason or another. They can't move themselves 
properly, they're stuck on a plastic mattress, constantly in pain, most 
likely anxious at the very least, if not terrified. It's a totally alien 
environment - I mean it's quite a scary environment for the nursing staff 
let alone the patients. And not conducive to sleep in the least (p3) ..... 
this whole hospital ... .it's an appalling design. The whole critical care 
unit might as well be underground. And it totally flies in the face of any 
research that's ever been done about environmental - and it's not 
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specifically sleep deprivation but it's sort of linked - day and night 
patterns totally disrupted - it's not good, not good at all (AC3, p6) 
I think a lot of it is the environment to be honest in hospitals. There's a 
big issue with lights, noise, heating. The number of patients that are so 
hot in the day and at night the temperature goes down considerably. 
There's been issues with getting blankets, extra blankets, for some 
patients at night (DE3, p4) 
The routine of the ward and units and the routine orientation of care were identified 
by many participants from both critical care and care of the elderly as being 
disruptive to sleep, as the following quotes demonstrated: 
It is one of my pet things in life, you know, this sort of regimentation of 
what actually happens on the nightshift and staff not using their own 
savvy to be able to know their own patients or have faith in their own 
judgement to actually not do something simply because that's the way its 
expected to do - like toileting rounds or doing obs overnight that are 
basically unnecessary if the sleep is more important than actually finding 
out whether or not somebody's got a temperature if they're lying there 
totally fast asleep. That sort of thing would help promote sleep but 
sometimes does not happen (AE3, p2) 
I think that we do observations too often ...... We know that positioning 
of patients is very important and we need to roll them and check their 
pressure areas etc .... A lot of these nursing interventions do interfere with 
their sleep and as gentle as we try to be, it does disturb them. And as I 
say, as well as all the noise etc. I do believe that we do do too many 
things to our patients at night time. They're not going to die if we, you 
know, don't take their blood pressure as often, providing that they're 
stable obviously (BC5, p2) 
The participants identified pain and anxiety as factors that could disrupt sleep, 
anxiety being identified by both specialities and pain by the critical care nurses. As 
AC9 noted: 
Yes - anxiety is a huge one. Worry ...... Pain is a huge factor. And then 
when they have their operation and they're through in ICU. As I was 
saying the critical care corridor is not conducive to sleeping whatsoever. 
People are disorientated between day and night - there's no natural light 
coming into these wards at all. It's a drug induced sleep when they do 
eventually sleep. They've got a tube down their throat which they're 
gagging on, don't think they can breathe for themselves half the time -
because the anxiety of not getting off a ventilator is just endless. Sleep 
disturbances in ICU! (p3) 
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Knowledge of Sleep Promotion 
The participants knew of many aspects of care that could minimise disruptions and 
promote sleep and identified qualities and skills that they felt could help to promote 
sleep for patients. The main categories that emerged from the data for sleep 
promotion practice generally reflected those of the sleep disruption categories: 
• 
• 
• 
• 
• 
Actions to reduce and keep noise to a minimum; 
Prioritisation of care and avoidance of routine orientation of care; 
Patient comfort and well being, including relief of pain and anxiety; 
Assessment of patients' needs; 
Use of night sedation. 
The participants knew of, or could suggest, many ways of reducing disruptions from 
noise. Many spoke of the need for all staff to be aware of noise levels and to make a 
conscious effort to keep their voices low, move quietly and wear appropriate shoes. 
The participants also considered that more attention could be paid to noise factors 
due to equipment by turning alarms down, ensuring wheels were oiled and that bin 
and door lids did not bang. They also spoke of overarching issues such as the design 
and layout of wards to the more operational factors such as moving noisy patients. 
Several participants also spoke about the use of earplugs for patients. The following 
quotes were typical of the responses: 
A quiet environment with staff observing rather than rushing around and 
doing things. And also the nursing staff not talking so loud, apparently 
patients complain about that as well which is very, very difficult when 
you're awake and observing and you know - it is a time to talk. It's not 
always - sometimes it is social talking but sometimes it is medical as 
well. But I think if we as nurses, me as much as anybody else, think 
about how noisy we can be although we don't intend to be, and how 
much it does disturb our patients, I think we should sort of reflect on our 
own practice from that perspective. That would help as well (BC5, p4) 
It's fantastic what they've done - those hydraulic bins that close slowly. I 
mean I never even thought of that before in all honesty. They were the 
most noisy thing ever. I mean we have them and I know another place 
which has them as well - I don't know if they have them in the whole of 
the critical care corridor but they're fantastic (AC9, p6) 
The category of patient comfort and well being encompassed a range of nursing 
actions that the participants knew of to help promote sleep including physical and 
psychological comfort, relief of pain and anxiety, relaxation therapies and provision 
of a quiet hours. As the following two participants considered: 
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Give them a wee shot of whisky. Helping people to wind down of an 
evening ....... using things like lavender, I've used things like lavender 
pillows and that, if it's going to work, has worked quite nicely. Literally 
just giving somebody a nice warm cup of tea, not at half past seven, but 
at say 10 0' clock because that might be their own ritual at home to sit 
down have a cup of tea a piece of toast and then they go to bed hunky-
dory. You know this is more like for people who are going to be in for a 
longer term - obviously it doesn't work quite that way in the acute 
receiving unit. Lots of people like elderly people are people who are 
going to be in for a while allow them to establish a routine that suits them 
rather than one that's actually suiting the institution cause we can be an 
awful lot more flexible than we have been in the past, you would like to 
think (AE3, p4) 
In a ward you have much more influence than you do in ICU where I 
work now. In ICU there's a lot of factors influencing whether a patient 
gets a good nights sleep. I mean, a lot of them you're not in control of -
that's what I'm trying to say. The one you are in control of is sitting at 
the bottom of the bed talking and a lot of patients do say it. Even though 
they're intubated and they're sedated they still sometimes can have a 
grasp of what's going on round about them and are conscious of the fact 
that you are sitting at the end of the bed talking. So things I can be in 
control of are anxiety levels to try and make the patient feel as 
comfortable as possible, making sure they've got adequate pain relief. 
Again trying to promote an environment to make sure they're at the right 
temperature, the lights are dimmed, the noise levels are kept to a 
minimum. If there is emergencies during the night, really try and keep 
them away from patients who are long term - because I'm sure we were 
talking about long term ICU patients who are disorientated between day 
and night. Try and keep the noise level to a minimum - I know it's really 
difficult especially in these units where there's very small number of 
cubicles. Even then they tend to put the long term patients in cubicles and 
Ijust think it's awful- they're like padded cells, you know. They've got 
no windows - Ijust think being able to see out is hugely important - it's 
a bit of a design fault here (AC9, p4) 
Some of the participants spoke of assessing patients' needs and normal patterns of 
sleep, especially in the case of more long-term patients, although others had not 
experienced this. It seemed to be generally felt that there were actions that could be 
taken to mirror the patients' normal pre - sleep routine and sleeping habits, although 
it was recognised that this was sometimes hard to achieve. It was nevertheless seen 
as an important aspect of care: 
Certainly part of ours is asking people what their sleep behaviour and 
pattern is like so if you get a good indication of their sleep pattern - again 
in our area of work we often ask patients what side of the bed they like to 
sleep on or how many pillows they have or asking the relatives if their 
behaviour is strange at night.. . .I think it's important to have an 
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awareness of it and as I say on admission or any information that can be 
gathered about something that you're concerned about from patients or 
relatives - that's important (AC7, p2) 
Certainly with older people they tend to be very routine orientated and 
you take that away and you know the function of their life has gone -
you've taken that. And I mean in some ways it might only be that they 
have a bath before they go to bed - you know a warm bath - and if you 
can promote their normal night time routine as best as possible. I mean I 
know in some cases you can't mirror what they do at home because they 
are in hospital at the end of the day but there are some things that you 
could mirror that would give them some sense of continuity and sort of 
hopefully mirror what they would be doing at home (DE2, p3) 
Most of the participants spoke of avoiding routine orientation of care, prioritising 
patient care and avoiding unnecessary interventions as being important in sleep 
promotion, like the following two participants: 
I think just acknowledging that you're not a bad nurse if you're not at 
your patient twenty-four hours a day. You know, if you're not doing 
something to them or physically carrying out a task to your patient. It's 
better practice if you like to leave your patients to have some rest. ... and 
maybe just saying - right I'm not going to touch my patient for the next 
two hours so that they could at least get a chance to get about ninety 
minutes of golden sleep. I think that does take a bit of time to get into -
because you feel a lot of the time you should be doing things, because 
that's what nurses do. And it's just acknowledging that that's not 
necessarily best for your patient. It might be best for you, to keep you 
awake and keep you going through the night for example but it's not 
necessarily best for your patient. I personally say, wouldn't bed bath my 
patient unless they were sedated and paralysed for example or wide 
awake at seven 0 clock or whatever, and they said that that was fine. Just 
trying not to blindly follow routine necessarily ... just thinking before you 
act I think (AClO, p6) 
Get away from ritualistic routines. I mean it's very evident still on nights. 
On days to a certain extent - we've still got a certain amount of routine, 
you've got to get the job done but there is still a lot of ritualistic routines 
on nights (BE3, p3) 
The data indicated that the value of night sedation was generally recognised, but that 
its prescription and use should be carefully considered. Many participants spoke of 
using night sedation as a last resort, after other sleep promoting measures had been 
tried. The following quotes are typical of the responses: 
I think it's probably better to have night sedation and have some poor 
sleep rather than to lie awake all night. Provided it doesn't interfere with 
getting you better in other ways. It's getting the balance isn't it.. .. But I 
think it's got its place. I think actually it is probably useful to help people 
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get to sleep, you can maybe help to keep them asleep once they get there. 
So a limited use of night sedation appropriately timed (AC3, p4) 
I think it's a good idea. Not to use if your patient's annoying you 
(laughs) or getting confused or stuff because that makes it worse .... But 
for the patients who are just generally having difficulty in just getting off 
to sleep then it should - I think it does help the patients who I've cared 
for. But it's even little things like if you could start to introduce - like 
you can buy pillow sprays now that have got your lavender and stuff in 
and they do help because I use that myself, when I do nights. And it does 
work. So it's even introducing little things like that or your ear plugs or 
eye masks. Because we do try and use things like that before we give 
them tablets you know. That is the last resort but we don't - you know if 
they do need the night sedation then it does help (BC4, p9) 
Night sedation- if chosen for the right patients and they're assessed that 
that is what they need, then I do feel that they are more appropriately 
used now than they used to be. At one time it was like the whole ward 
would have them. Now they are assessed individually and they're not just 
- if they have just been admitted and they're just not sleeping very well 
and they express that, doctors are inclined not to prescribe immediately 
because they wait and see if they do settle. But I feel if they are used 
appropriately then they are a good thing for the individual (BE3, p3) 
The key qualities and skills that the participants discussed as being helpful in sleep 
promotion were: 
• 
• 
• 
• 
Confidence and assertiveness; 
Interpersonal skills, including communication skills; 
A knowledge and understanding of sleep and sleep promotion; 
An empathetic approach to patient care. 
Many of the participants spoke of the qualities of confidence, assertiveness and 
patient advocacy being key in the promotion of sleep, especially with regard to 
prioritising care. The following two quotes are representative of the sample: 
Assertiveness skills. And I do think we are far more assertive now than 
we were perhaps twenty years ago. In some respects - it's funny in other 
ways perhaps not but I think we work far more as a team now with the 
medical and other staff. ... But you have to be assertive, you have to be 
very clinically aware because you have to be able to make that decision 
about whether you wake that patient up to do obs or whether they need 
obs doing (DE3, p2) 
Yes - going back to the fact that you're facing people who are saying 
that this is what is done, type of thing. But that's what you've got to - I 
suppose experience comes into that as well. And you get to know what 
you're assessing of a patient and to know whether they're needing turned 
and things like that. You know, I think you won't as a newly qualified 
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nurse nor a student nurse, you won't have that experience and 
knowledge. I suppose you maybe would have to be taught that, so that 
that confidence will come with that, I suppose (AEI0, p4) 
Some considered that confidence came with experience and knowledge and as such 
cannot be taught, although it could be encouraged. As BC5 put it: 
I think really the newly qualified ones are doing it because they haven't 
got the experience and experience is something that we can't teach them. 
You know I mean we can tell them but they haven't got that experience 
to look at a patient objectively and see, you know. And they feel it's safer 
to take - to do those observations ...... So I don'tthink it's anything that 
we can actually teach them. Certainly to tell them that - you know for 
them to be aware of it, and maybe get them to have the confidence in 
themselves to ask an experienced nurse what they think. I think 
sometimes these newly qualified nurses feel that they're a failure if they 
have to ask somebody something. I find that they try to be very confident 
and very competent and some of them I feel sometimes go the other way. 
And I think that they should not feel ashamed to ask advice. And I think 
that would help them .... You know I think little things - it only seems 
very petty things, but I think all these petty things add up and I think that 
you've got to have the confidence in yourself as a nurse and putting your 
patients first, and not feel lazy and neglectful. It's twenty-four hour care 
and we shouldn't have set things that should be done by set shifts. And I 
think as soon as we get out of that and give holistic care, the better (p3) 
Participants also spoke of interpersonal skills, including communication skills, being 
important in promoting sleep, with the following quotes being representative of the 
responses: 
I think good communication. Somebody that's good at interpersonal 
relations and speaking to somebody and if the person isn't sleeping 
maybe find out why rather than just going for the night sedation or 
upping the sedation or whatever but if you try to understand why they're 
not sleeping you might be able to help them if they're worried about an 
operation or in pain - any of those things. I think your ability to try and 
draw out answers from the patient would help. So I think interpersonal 
skills probably (AC7, p6) 
I mean some nurses create such a - like buzz in the ward that some 
patients are even scared to talk to them. I've seen it before. So I mean-
qualities again - if they're not approachable and friendly then the patients 
are scared to ask them for pain relief or say - look what time are the 
lights going out because it's nearly eleven 0' clock and I'm really tired 
and would like to sleep. So yes there are definitely nursing qualities that 
could promote or disturb sleep (AC9, p4) 
Many participants considered that a better understanding and knowledge of sleep and 
sleep promotion would improve practice. As BE3 stated: 
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I'm again just going to say it has to be knowledge. You can practice and 
you can observe all the time but if you've got a knowledge base to build 
on it does sort of fall into place. We do all about wound assessment and 
all this but when we've got the knowledge you can put it into practice. If 
we had a bit more knowledge about sleep and ways to promote it and 
maybe people would be a bit more observant and try to promote it a bit 
more on the ward rather than just tum the lights out. It's very difficult 
because I really haven't got a lot of knowledge about it myself but I'm 
aware that there's not a lot of knowledge out there either (p9) 
Many of the sample spoke of the need for an empathetic approach to patient care and 
sleep promotion. As BC4 put it: 
I think that your nurse - it's important for them, to just be able to 
communicate properly with your patient and understand how they're 
feeling or try and understand. And try and get from them what we could 
do to help them and taking that on board. And then if we can do it then 
go ahead and do it. You know you should take it upon yourself to find 
out from your patient - you know if they're not telling you then you 
should be able to ask them these questions whereas quite a lot of people 
don't - they just get on with the work and don't take that into 
consideration at all. But I think that one of the huge things for nursing is 
like - about the sleep deprivation - is working in partnership with your 
patient (p6) 
5.2.3 Attitudes of the registered nurses 
The data are presented in three sections: 
II Attitudes to sleep; 
II Attitudes to their own sleep promotion practice, including perceptions of the 
general attitudes to sleep within hospitals; 
II Attitudes regarding knowledge of sleep/education. 
Attitudes to sleep 
The data indicated that all of the participants held positive attitudes towards sleep, 
viewing the process as being a beneficial and curative medium. The following 
comments reflected this attitude: 
I mean it's part and parcel oflife. You can't live without sleep and I 
think because of that it's so integral (D E2, p5) 
It's natural, essential. Well if you go back to your classic student model -
Roper, Logan, Tierney - the activities of daily living - it's essential. It's 
essential in normal health and it's even more so in disease or illness or 
trauma or whatever. It has a restorative function - people need more 
sleep rather than less and they tend to get less (AC3, p3) 
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Attitudes to sleep promotion practice 
The participants' opinions on their sleep promotion practice were mixed. Some 
indicated that they felt that they were active promoters of sleep promotion as 
epitomised in the following quotes: 
I'd like to think that I'm quite good at helping my patients to sleep. 
Sometimes I'll be quite proactive in my attitude towards the medical 
staff, even to the extent where if the patient isn't sleeping very well, we 
might give them something, some proper sedation instead of just a 
normal night sedation ..... But I'd like to think I was - well, average or 
above average, you know, with regards to helping my patients sleep 
(BC3, p4) 
Well I always try and, you know, tell people to be a bit more quiet, and 
try and make my patients comfortable and ensure that they've got 
adequate medication on board that they need to (EC3, p4) 
Well I think because I always used to be the nurse in charge whenever I 
did do night duty I always took it that it was my obligation to make sure 
that everybody else was, not toeing the line, but kind of always felt the 
need to say - ssshh just keep the noise down ..... but I did always, 
because I always used to be the senior person there and I did used to feel 
it was almost my responsibility to help with that (DE2, p7) 
Two participants indicated that they did not think of themselves as active sleep 
promoters: 
I would probably say it was very poor. It's something, again I would say, 
that I've not given very much thought to at all. So I've probably kind of 
got a bad attitude to it, it's just something that we do automatically. I 
actually don't think I've ever reflected on it at all, about sleep (AElO, p5) 
Well I think obviously you would want to promote a good night's sleep 
in any individual patient for their own sake and also the more settled the 
ward is at night, the more settled it is for everybody you know. So from 
that point of view your attitude is let folk have a good night, (laughs), 
from the staff's point of view as well. I can't think of us going around 
doing our night duty in a way that sleep promotion is the main thing on 
the agenda, we're just hoping that people do sleep and if they don't then 
we just accept they don't, the reason may be evident or it may not be ... .I 
don't know if we can find enough time for people that are just restless for 
whatever reason. We do have people that press the buzzer and when you 
go over to them and they say, "I can't sleep", and you think what on 
earth are you telling me that for, (laughs), you know what am I supposed 
to do about it. That happened the other night and of course nursing of the 
difficult patient, the grouchy patient. Y eh, we can be very impatient 
nurses you know (AE9, p7 & 8) 
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Many participants spoke of challenges in promoting sleep due to the practices and 
attitudes of others. The data suggested that the ward culture and ethos of the 
ward/unit played a part in the practice of sleep promotion, with some participants 
having positive experiences and others reporting negative aspects. The task 
orientation of care was also mentioned frequently as being a negative factor in sleep 
promotion and influencing the attitudes and practices of other staff was seen as a 
challenge. The following quotes demonstrate the range of answers: 
I think - it's a really important concept, psychologically and 
physiologically. But I think we're probably becoming more aware of it 
and I think certainly we've got a critical care follow up nurse and she 
must hear some stories really about peoples' experiences and some things 
have come out from that. For example maybe things we don't think about 
that like if the radio's been on - we don't think maybe the patient's 
aware of it but actually they have been aware of it. They haven't been 
able to communicate that to us - things like that. So I think that's been 
good that we've got somebody like her to kind of make us aware of those 
issues but - I think we're pretty bad at actually promoting a good night's 
rest or a good night's sleep as such. I think as I say because it's not 
necessarily a priority .... so maybe it's something that we don't maybe 
think about as much as we could or should (AClO, p8) 
My own role. Very difficult because you're part of a team and the whole 
team wants to do things a certain way. My own role is that I try and do a 
little bit of individuality and with not predominantly working nights, I 
find it difficult to change any practices that are already in. You find that a 
lot of the night staff have been on nights for years and things are done in 
a certain way and you do get a lot of complaints on days about the timing 
of the medication, the lights not going out till late, televisions still on. I 
find it's very hard to change anything but when I do nights, I do try and 
remember that these are the things, the concerns that patients that have 
been identified to me when I've been on days the next day, you know. 
This is just a personal thing but I do think that they come in and want to 
get the job done at times - on certain wards, in certain areas, in certain 
patients. You have to try and sort of get the lights out but it's very hard to 
change things. It's the culture as well (BE3, p4) 
You take your lead from whoever's with you. And if you've got 
somebody who wants to help with things, irregardless if it's sleep or 
anything, if you've got somebody that wants to be proactive almost and 
prevent problems, then you'll find that the vast majority of people will 
follow on behind that. If it's not and you're seeing that apathy at the top 
then that apathy I think will tend to follow on (DE2, p8) 
Promoting sleep - it's interesting you're doing this because I don't think 
it is promoted, full stop. It's not something that's thought about. In 
hospitals we like the acute stuff, we like to get stuck into the nitty gritty. 
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And really I suppose you'd class it as a fundamental necessity of life, that 
we need sleep, so it tends to be overlooked - not thought of highly 
enough if you like (DE3, p9) 
I think it's a very nice concept (laughs). I think it's something that sadly 
overlooked because everybody seems to be more interested in the active 
sides of nursing, you know, there's not many people who have actually 
let people just be, you know. They seem to be wanting them to be doing 
things or to be doing things to them and to actually just give people the 
time to sit down and actually be is something that's been lost because of 
the stresses and hassles that everybody's working under. Everybody is 
speeding up right across the board because of short numbers or increased 
amounts of patients or whatever and I really think it's a bit of a shame 
because people need to slow down a bit and give people the chance to 
recover and to actually establish a more natural pattern of being awake 
and being asleep. I think the recovery rate would be better. ... So I think 
the ethos and all that has got a wee bit of a way to catch up with the 
overall idea of holistic care which seems to be more evident on days than 
it is on nights. I don't know how you would actually get around that, as I 
said unless you've got experienced people who actually are interested in 
sleep promotion and the benefits of sleep. It's one of those things I just 
don't know how you would do it (AE3, p6) 
It would take a greater person than me (laughs). It would have to come 
from the top. It would have to be directorate level that patients have a 
right to- it would almost have to be put in the patients' charter. And OK 
you know, your patients do have rights, you're supposed to give them 
respect, dignity, freedom of choice, but it should be underlined, a patient 
is allowed to sleep, if they want to sleep. That should be documented 
(DE6, p3) 
Attitudes regarding knowledge of sleep/education 
The data suggested that the participants held positive attitudes towards the place of 
education in sleep promotion for students and registered nurses. Some spoke of the 
importance of being appropriate role models and active teachers. Many participants 
also spoke of education regarding sleep promotion as not being given a high enough 
profile. The following quotes represent the participants' views: 
I think it's really important because if you have knowledge and you are 
educated you realise how important it is and then you would be doing 
everything in your power to encourage it (AC9, p2) 
I think really it's something that as nurses we don't really teach the 
students - it's not something we really talk about, that we just take for 
granted that people understand the importance of helping patients to 
sleep adequately. So maybe we could be a little more proactive when we 
are looking after students and, you know, explain things in a little bit 
more detail to them about why it is so important for patients to have a 
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good nights sleep and maybe pass some tips on to them about ways that 
you've found to have worked in the past. 1 don't think really we do that 
very well as a profession (BC3, p5) 
1 suppose it's as important as anything else really but 1 haven't as 1 said 
before 1 haven't actually thought of it as being a skill, so 1 suppose 1 
really wouldn't be able to teach a student nurse it because 1 actually don't 
know how to go about teaching it or what to look for and things. 1 think 
it's just something that 1 do every day and don't actually think about so 
in that respect it would be really hard for me to teach. But yes, it should 
be part - they should be taught it 1 think (AElO, p2) 
So 1 suppose that comes from being a student nurse - having the 
knowledge given as a student nurse, but if you're not given that 
knowledge you can't fit it into your practice when you qualify. Has to 
start somewhere (DE6, p3) 
1 think it's very important but it's one of those topics that isn't actually 
given its due ... 1 think registered nurses need to actually be reminded of 
how important it is. They need to be reminded of the duty that they have 
to actually help people sleep (AE3, p6) 
1 mean, the way 1 look at trying to change at the moment is probably 
from a bottom up approach. If we try and hit the students of today who 
are going to be the practitioners of tomorrow and hopefully, because 
obviously now students, you're teaching them one thing in the classroom 
and you're teaching them best practice and they're seeing something 
different out - and they're forever, particularly now in this role, they're 
coming to me and saying well you're telling us this but we're seeing 
something totally different. And 1 keep trying to drum it home to them 
that we're telling you that way because that is the right way to do it and 
hopefully you can go on and influence practice. You can make a 
difference (DE2, p4) 
Well they have to have some knowledge. 1 think it was something 
certainly lacking in my training. It's not to say that the way 1 perhaps 
gained knowledge about sleep was the right way. But they perhaps don't 
see the emphasis of it so much if they're not doing night duty. It's just 
another theory lesson to be slotted into their folder and that's the end of 
it. 1 think if they did those lectures perhaps before they knew they were 
going to go onto a period of night duty, even if it was just two weeks, it 
would perhaps put a little more relevance in. Because if you're not 
careful you do find the theory, if it doesn't link to the practice, it just gets 
forgotten, it just gets put on the back burner. But no 1 would say in this 
day and age it's essential (DE3, p3) 
This section has detailed the results of the analysis of the Phase 3 registered nurses' 
interviews. The next section addresses the findings of the Phase 4 interviews. 
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5.3 Phase 4 interview results 
This section presents the analysis of the interviews in Phase 4. Sixteen of the student 
volunteers were interviewed again, representing 62% of the original sample. 
The findings are presented under the headings: 
5.3.1 Educational experiences of the participants; 
5.3.2 Knowledge of the participants; 
5.3.3 Attitudes of the participants. 
5.3.1 Educational experiences of the participants 
In hindsight, only one participant felt that their pre-registration programme had 
offered a positive preparation for the promotion of sleep. In the first interview, Xl 
had stated that they could not remember that much about the theoretical input, but in 
the follow up interview considered that: 
I think it was really good training and it is all falling into place now .... I 
think that the training was good and the theory was good because you 
come away with the understanding of just how important it is (p7) 
Other participants reported more negative recollections. X8, who had originally 
thought that the theory coverage was 'quite thorough', subsequently reflected that: 
Well first of all, I don't think they give you enough in college about sleep 
and sleep promotion to be perfectly honest ..... We did get some lectures 
on sleep and yes, it was helpful and they went through the physiological 
problems when there isn't enough sleep and everything. And that was all 
very good and I've taken that on board completely, but theory and 
practice - they're obviously - you want to marry them. You don't want 
to have them, you know, like theory there and practice there and I find 
that I wish they'd encouraged us more to do some night shifts. They 
didn't seem to think it was so great for us to be doing them (pI) 
The participants who had reported minimal or no input in the initial interviews, on 
reflection, held to that view. The following were typical of the views expressed: 
I don't know if I said at the time, I don't think a great deal of emphasis 
was put on it and nothing has changed since because it's literally get 
them, treat them with whatever is their condition and if they get sleep 
well that's a good thing, but it's not really taken into account (V16, p2) 
Throughout the three years I don't think really we actually got much help 
or we didn't actually discuss it. It wasn't brought to your attention as to 
what sort of problems it could really be then. And I think working as a 
student you probably only do a limited amount of nights so you don't 
even encounter the problems until you become a staff nurse and then it's 
probably easy to fall into the ways of everybody else and I don't 
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know .. .it's extremely hard when you're actually out there doing it. It 
would be beneficial to do it beforehand really (YI2, p2) 
I don't think they're taught enough on it at all. I don't think people 
understand enough as a student I think it's only once you're qualified that 
you do a lot of night duty or you do permanent night duty that you 
understand about the sleep promotion or deprivation. Because I know 
when we did our training and we did Roper and Tierney's ALs, we just 
like breezed over whereas everything else was gone into in depth 
(ZI9, p3) 
The participants were asked what their post-registration educational experiences had 
been with regard to sleep promotion. All considered that they had had no theoretical 
input on sleep and sleep promotion since qualifying, including those who had been 
on post registration modules or programmes of study. The following quotes were 
typical: 
I haven't had any post registration related to sleep in the last year. It 
hasn't been a training part at all (VI8, p4) 
No, nothing at all since I've been trained. The ward is very good, I mean 
they're very supportive, they'll offer any help that they can provide 
really. But no, no there's nothing actually within the ward or possibly 
within the hospital as far as I'm aware actually dealing with sleep 
promotion (YI2, p7) 
I think it's something that there's an awful lot to learn about it, but like I 
say I've not really experienced anything - in fact it's only been whatever 
I've learnt from the patients or what I've brought in myself, maybe read 
in articles in the Nursing Times or magazines or anything. But as an 
actual learning experience there's been nothing in any courses that I've 
been put onto to learn more. But as I say if there was something that did 
come up I would be very interested to go onto it (Z7, p5) 
The participants were asked to reflect how they had learned, and how they felt they 
were still learning, about sleep promotion. As before, most participants felt that they 
had learned most about sleep and sleep promotion through processes other than the 
theoretical content delivered in their pre-registration programme. The categories that 
emerged from the data in the first round of interviews were again perceived by 
participants as being the main influences on their learning. These were: 
.. Clinical practice including night duty experience; 
.. Learning from patients; 
.. Learning from staff; 
.. Their own sleep and life experiences. 
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Many participants reported that their learning about sleep occurred in clinical 
practice generally. As Y14 noted: 
I think it's just observation as well rather than - I mean you just pick up 
on what you see and what people say to you. I think you learn by practice 
how important it is (p3) 
The participants again considered that learning from being on night duty was one of 
the main ways they had learned about sleep promotion: 
But certainly as a qualified nurse, I think with doing nights and days now 
I can sort of see the importance of it more - I do understand more than I 
did when I was a student, I think (V5, p4). 
I suppose being on night shift a lot - I seem to have been on a lot of night 
shifts (laughs). That's made me aware - I did a few night shifts as a 
student but it was in HDU which was quite different anyway. Yes, 
actually seeing patients through the night - that's made a big 
difference ..... You become much more aware of what their needs are and 
what you should be doing to try and meet those needs (x13, p7). 
Most participants agreed with the concept of actively learning about sleep promotion 
from patients, as identified in the Phase 2 interviews, and reported this as also being 
important in their post-registration experience. Many spoke of what they had learnt 
from patients including their different sleep needs and routines and the importance of 
listening to patients. Typical quotes included the following: 
If you've got a patient whose having a sleepless night the first thing you 
do is go up to them and ask them why, you know, why have they pain, 
give them pain relief, do they feel sick, make sure that they're 
comfortable and warm, and if they're stressed out sit with them and talk 
to them, it's all communicating with your patients and finding out why 
they're not sleeping and what you can do about it to make things better 
for them. And I do think you learn a lot from your patients, I think most 
of the things I've learnt over the past 12 months have basically come 
from patients (Z43, p3) 
Yes I mean talking to the patient and getting their understanding of 
whether they've slept well or how they normally sleep and stuff like that, 
yes. You do learn a lot from that (Y9, p2) 
I think the biggest thing that I've learnt from patients is the lack of 
privacy. You know, sleeping next to - you've got a person on either side 
of you. And I think sleeping is a really private thing. And sleep for 
everybody is different. Everybody sleeps in different ways and in 
different positions and it's very, very intimate thing. I think I'd have 
trouble sleeping with two strangers next to me and two across from me as 
well (Z13, p2) 
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They're the ones actually experiencing everything rather than the nurse 
telling you what is happening with that patient - it's better actually 
learning from the patient who's experiencing it. You're not getting 
anything second hand then you're getting it first hand. Plus they use 
normal everyday terms and not nurse terms (ZI9, p3) 
Some participants considered that they were continuing to learn through observing 
and working with other staff within the clinical area. The participants this time 
considered that they learned not only through positive role models, but also by 
observing and identifying less positive practice: 
I feel that I've gained more experience, more so since qualifying because 
of doing the different shifts as I say and recognising when the patients 
need to rest as well. And I hope I would be - I don't know - I hope the 
patients would look at me at being a bit more - how can I put it -
sensitive to their needs maybe, you know a bit more respecting - they 
need their sleep, they need to be fit and active for the next day type of 
thing. So I feel, more since I've qualified, I've gained more experience 
by observing different mannerisms of different nurses I've worked with 
maybe. Those that have been a little bit more insensitive and that. And I 
hope by looking at that I've realised the way not to be with patients (V5, 
p7). 
I think I gain a lot from experience from the ward staff that are already 
there. I think it's probably a little bit easy to actually get led by their 
beliefs sometimes. I think you have to have a little bit of background 
knowledge there as well to, you know, not get too easily led by their 
beliefs then and be open minded as to that there are other ways to do 
things (YI2, p7). 
Other participants had less positive experiences including the following three: 
I definitely feel I'm still learning every single day that I go into the ward. 
But again sleep is something that is not covered at all. When you go onto 
night duty we have a junior sister who joins you on nights for your first 
time and again that's all to do with the clinical side of nursing ... And 
sleep is not really covered that much, although I feel it should be because 
it's quite an important part of somebody's life and when you're working 
on days after your nights you can see the effect it has on patients when 
they are tired in the morning - but it's sort of not covered at all (VI5, p4) 
Well I haven't really experienced sleep promotion actively in 
practice ... No I haven't experienced that. It hasn't really been something 
that's been an issue on the wards that I've worked on (X13, pI) 
I mean most of it you learn on the ward and like you just copy everybody 
else. If everybody is quiet at night, you be quiet at night and if they say 
to you, this patient has got to be moved at 4 o'clock in the morning and 
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they've only just gone off to sleep you've got to wake them up and move 
them, you know, which is a bit evil (ZI9, p3) 
Some participants again spoke of learning from their own experiences of sleep as 
individuals. As one participant said: 
Personally I think in my lifetime I've probably learnt more about sleep 
promotion from my family, you know like I've had children and you 
want them to sleep, (laughs) and when they're babies you know 
providing the right environment that's not too hot, that's quiet peaceful 
and relaxing and helping them to sleep now when they've stresses, you 
know, I've probably learnt more in my life experience than what I have 
in my clinical placement. The bit of theory we got in uni was relevant 
but the actual promoting of sleep I don't really see that I've learnt an 
awful lot in the clinical experience because who are you learning it from? 
You're learning it from the nurses, from new experience and I wouldn't 
have said it was carried out that thoughtfully, does that make sense? 
(XI8, p2) 
The participants were asked to reflect on what, if anything, they now felt could have 
been added to, and would benefit, the pre-registration programmes regarding sleep 
promotion. As in the first set of interviews, their views centred round the following 
areas: 
• Theoretical content; 
• Linking theory to practice; 
• Doing night duty. 
In addition, with the benefit of hindsight, the participants also felt able to offer 
comments on methods of learning that they thought might be particularly helpful. 
Again, there was general agreement that there should be more structured content on 
sleep and sleep promotion within the theoretical component of the pre registration 
programme. The recommendations centred round the same areas as before: 
• The sleep process, including types, stages and physiological signs of sleep; 
• The need for sleep and the benefits of sleep; 
• Sleep deprivation - causes and effects of; 
• Sleep promotion - practical interventions, reducing noise, avoiding routine 
orientation of care, pain relief, complementary therapies and research/evidence 
based care. 
Typical comments from the participants included the following: 
Go over the physiology of sleep and the effects of sleep deprivation 
particularly. The kinds of things that can help patients sleep, apart from 
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the obvious ones of giving them medication. Perhaps more natural 
methods. And just the importance of sleep in the healing process (X13, 
p9/l0) 
Well I think first if there was an inclusion about the physiology of sleep 
in lectures. Perhaps if lectures stressed this point more .... Keeping your 
voice down. Wearing soft, quiet shoes. Trying to get to the phone as 
quickly as you can. Not actually interrupting the patients sleep if there's 
no need to, I mean (Y4, p4) 
They should have more teaching sessions on it because we didn't, we had 
a lot on all the other ALs but nothing on sleeping so I think that should 
be incorporated on an actual teaching session ..... Show what deprivation 
of sleep does to the body. You know your body clock and how it works 
and what happens if sleep is deprived (ZI9, p9) 
Many of the participants again spoke of the need to link theory with practice as 
demonstrated in the following quotes from participants: 
Probably a mix of practice and theory. There's probably no substitute for 
having a good at least a week or two weeks of practice - because the 
night duty component of my course was very brief and I think you do 
need the practice to compare that with the theory (VI8, p3) 
Well personally I think that we got quite a lot on the physiology which 
was very good background but we didn't get enough about the actual 
doing of it - because it is a very practical job. And I think a little bit 
more, maybe when we had been on our practice placements we could 
have had - we always had exercises to hand back, you know .... perhaps 
they should have had in one of our placements as you got on a little bit, 
not right at the beginning because I don't think that's fair, but as you got 
nearer to being qualified you could have had a practice placement where 
you made absolutely certain that you did a set of night shifts and did a 
kind of exploration of it - you know maybe sleep promotion or 
something. I personally would have found that quite helpful because I 
like my night shifts but they're a big culture shock and you take a while 
to get over them and you want to do the best for the patients and you 
know sometimes I worry that sometimes that I'm not doing everything 
that I could do when I'm on a night shift because you're so busy getting 
the tablets out, doing the obs and somebody's back from theatre and da 
de da de da - and it's all cutting in, cutting in. And you've got to 
prioritise obviously but I find unfortunately in the priority of things sleep 
promotion might be kind of getting shoved down a fair bit for the 
practical- because you've got to get on with the things that need done, 
like obs and things. And sleep promotion is kind of getting shoved down. 
But I think as you get on and you're nearly qualified I think it should be 
obligatory for you to do a set of night shifts and see what it's like and 
kind of write about it or at least research it a wee bit. Yes - I would have 
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liked to have done that, - theory and practice - trying to mesh them a 
wee bit more (X8, p6) 
I'm not sure how it clicks. I think sometimes you can get all of the theory 
there and it makes no sense until you get to the actual problem then. I 
think you probably need to encounter some sort of problem to actually 
make sense of what the theory is trying to tell you a lot of the time. I 
think theory is brilliant and I think practical is, you know, brilliant as 
well. But if you haven't got any problem then you can't always see what 
the theory is actually trying to tell you then. You probably don't delve as 
deep as the theory is trying to tell you and the practical can actually be 
very different then (YI2, p9) 
As in the first set of interviews, there was general agreement of the value for pre 
registration students on doing night duty, as typified by the following quotes: 
So I think they should really encourage people to do them, with a 
mentor ... I think just more experience on night duty and more, a little bit 
more info on the protocols on night duty because you're supposed to 
bleep night sisters before you get doctors and things like that. And 
nobody tells you these things - you just don't know. But they must know 
that at college and I don't think they really sometimes quite tell you 
enough (X8, p4) 
I think at the moment it's three nights in your whole training that you 
have to do and I think, you know, it could be extended because that's not 
really - you don't really get an in depth look at it in just three nights. I 
think that perhaps a few more wouldn't be so bad .... Just seeing the 
patient the way, throughout the whole night shift and looking after them 
- makes you appreciate why they're so tired in the day (Y9, p2) 
One participant, however, while agreeing with the value of night duty, had some 
reservations: 
As a student I didn't have any experience of night duty on a ward so yes I 
think that would be helpful, although I do sort of like think yes, I know 
how much a student gets paid and all that, I think it's a bit wrong to be 
expecting students to do night duty when actually they're getting not too 
much money anyway. As an employed nurse I'd get an allowance for 
doing night duty and rotten hours, I think you know as a student they're 
getting a basic grant and to expect them then to come and do night duty, 
yes, that's all well and good and I know it should be their learning 
experience but in reality they do get used on wards for the numbers and 
for helping. And I think maybe to start utilising students or getting 
students the experience of night duty on the wards it is what they need 
but I don't know whether I totally agree with it for their rights if you see 
what I mean (XI8, p4) 
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Many of the participants spoke of ways in which learning about sleep promotion 
could be encouraged for student nurses. These took the form of two main 
recommendations: 
• 
• 
Structured learning from patients; 
Reflection in and following clinical practice . 
In common with the registered participants, some considered that learning from 
patients within clinical placements could enhance the student experience with regard 
to sleep promotion. As these two participants stated: 
Maybe when they were on the wards they could get a patient's 
perspective - get different patients' perspectives on how they've slept 
and how they feel when they don't sleep very well. Possibly take what 
they've learnt back to the classroom and discuss it in groups just to sort 
of get a better understanding of what each other has found out from 
various patients. And then possibly try and promote it on the wards when 
they go onto their next placement (V5, p5) 
Perhaps giving them case studies on their placements. Having a few 
patients who are perhaps there more long term so that they could actually 
study that on an individual basis through from what their sleep patterns 
are normally like at home and then what they become in hospital and 
how the patient feels they are affected by that - that might be helpful 
(X13, p4) 
Some participants thought that the use of reflection and clinical learning outcomes 
would also be helpful in facilitating student learning about sleep promotion: 
I think it would be helpful at the end of that module, or the module where 
most of us are doing our night duty, to have like a follow up session in 
the School of Nursing where students can compare their experiences and 
see if there are any common aspects or differences like an informal or 
formal afternoon where they could sort of reflect on what had happened, 
what went well or what could be done better (VI8, p7) 
I think it should be a lot of it in college plus more than three weeks 
actually doing night duties and actually having like, we have to have 
different tasks set for us that we have to get ticked off, and they should 
be in one of those tasks. You know to be able to like watch out for this 
and like put our own little ideas or reflective practice on it, or a little 
reflective piece, but it should be mentioned with everything else (ZI9, 
p3) 
The participants were also asked their opinions on what, if anything, could be 
included in their post-registration experience about sleep promotion. Nearly all spoke 
of the need for more theory generally and of increasing the awareness of staff 
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regarding sleep promotion. Some spoke of study or discussion sessions devoted to 
sleep. The following quotes were typical: 
I think perhaps they could, you know, probably half a day again, just to 
actually outline the problems that you get on the ward, more of a 
discussion sort of group on what problems do you get on the ward and 
sort of somebody there saying well had you thought about this had you 
thought - to actually bring the discussion alive rather than it being that it 
was somebody trying to teach you. Have a discussion about the problems 
you're actually getting within your environment and have somebody 
that's open minded that can actually say - well what about this, what 
about that sort of thing really. I think that would probably be quite good 
and work quite well because I think sometimes a lot of - it's awful isn't it 
but I think sometimes staff nurses with something that sounds so simple 
as sleep problems which isn't simple but possibly to a lot would sound 
simple, would probably be a little bit on guard then if somebody 
suggested they actually went on a course about sleep problems. If it was 
a discussion then it actually opens out a different - I don't know- a 
different way oflearning then really. You're not actually trying to be told 
anything as such if somebody is trying to help and suggest ways that are 
different, which is the same thing but just a different was of doing it 
(YI2, pll) 
I've not done anything at all, so even if there was even a lecture or just 
something just to mention it to them just so they're aware of it. Even if 
it's going into how it's believed that sleep does help and different ways, 
not just night sedation, but any other ways that could help accommodate 
sleep. I think that would be quite useful - even if it was only an hour or a 
couple of hours long, just anything, just to get people thinking I think 
would be good (Z7, p7) 
V15 thought that reflection could be a useful tool stating: 
I think, especially post-registration as well, I think reflection could be 
used a lot in sleep education. Speaking to other members of staff from 
different wards to sort of try and find out what they do to enhance sleep. 
It's just definitely something which would work. But I also think 
something like study mornings or study days or whatever to enhance the 
importance of sleep would get a lot of people to start thinking more about 
sleep because it's definitely as I've said before - I don't think it's 
something that's covered enough and from experience as I say from 
being qualified it is something that's important to patients but not as 
important to staff. So I think you have to try and find that fine line 
between the two (p 10) 
Other participants spoke of making information available in the clinical areas, using 
things such as leaflets or posters. Z13 considered that: 
I don't think there's anything in place in work. I mean we have staff 
training sessions on lots and lots of different things but there's nothing 
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actually in place to give us training on sleep promotion. And it would be 
good if there was, besides having to medicate somebody. It would be 
good - I think I'd like to see somebody giving us all a training session on 
sleep promotion and the way we should be putting ourselves across at 
night instead of having a laugh and a joke sometimes we should be more 
thoughtful. There's not much - there's nothing in work - I don't think 
there's any policies in place. There's definitely no training sessions being 
held for sleep promotion and I think there should be ..... 1' d like to stick a 
few posters up (laughs). Just saying - please keep the noise levels down, 
remember how would you feel if you were trying to sleep and at two and 
three in three morning - obviously we're still wide awake, because we're 
on nights and we have to be awake. And we're acting in inappropriate 
ways sometimes without really much thought for the patient (p5) 
Other ideas put forward were to include sleep promotion in the staff induction 
period, having a link nurse for sleep promotion and to use experiential learning, as 
described by X18: 
You know, I've often thought, and it shouldn't just be for students, but I 
think members of staff should be given a bed and told - well you try and 
sleep in that ward - you know just for the experience of, well it's not so 
easy is it because all this is happening and the beds have like got a plastic 
finish on them so you're sweaty .... and I think maybe if you were well 
and were told to sleep in a ward you'd realise how much noise there was 
and how much things that maybe you could help to promote sleep like 
shutting doors even ... .! think you know like there are so many theories 
and so many things that you should be doing that a lot of people don't 
actually do something until it affects them, you know, like if a nurse has 
been in hospital poorly I'm sure that they will be more proactive to 
promoting sleep than say somebody that's never been in hospital and had 
to sleep (p3) 
5.3.2 Knowledge of the participants 
It was evident from the data that the participants' specific knowledge on sleep itself 
was largely unchanged, and none of the sample had reported undertaking further 
study. Little reference was made to the sleep process, apart from the occasional 
reference to REM and some participants openly admitted not having learnt any more 
on the topic, despite their interest. As YI4 stated: 
I mean - and my little confession here because I do distinctly remember 
saying - oh yes, after your interview it did make me think about it a bit 
more and me thinking actually I don't know - you know I've got my 
beliefs on sleep and what I know, but I don't know the physical side of 
what sleep does and I was going to go back and read up on it and I have 
to say I never actually got round to doing that (laughs) (p2) 
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The notion of sleep as being important for well being, repair and regeneration was 
again often mentioned by participants. For example, Z7 stated: 
There is a problem on the wards of the patients not sleeping - I mean it 
depends on why they're in and how long they're going to be in for but it 
can also affect the healing of the patients. Because I also believe that a 
good night's sleep will help the body, especially to relax and just rest. 
And then the internal healing can take place at probably it's most 
optimum whereas if they're awake and they're worried and they're 
worried about not getting any sleep then that just adds to it all. So just to 
be aware that it's not something that should be overlooked really (p2/3) 
The categories that emerged from the data regarding the participants' knowledge and 
experience of best practice in sleep promotion were the same as in the previous 
interviews, and reflected the participants' knowledge of sleep disrupting factors. The 
categories were: 
• Actions to reduce noiselkeep noise to a minimum; 
• Patient comfort and well being, including relief of pain and anxiety; 
• Prioritisation of care /avoidance of routine orientation of care; 
• Use of night sedation. 
All participants spoke of ways to reduce noise, including keeping voices low, 
wearing appropriate shoes, maintaining equipment, turning down buzzers, the use of 
ear plugs and moving noisy patients. The following quotes demonstrate the range of 
answers: 
I think noise is a major factor and I think it's something that really needs 
to be sorted out because it's on most wards, not just ours. So I think it's a 
major thing at the moment because staff do tend to talk normal level, 
normal voice level of a night. And it does echo more of a night as well 
because obviously it's quieter (V5, p2/3) 
I think it's quite easy to keep quiet but I think you know sometimes the 
equipment needs a bit of seeing to, you know, commodes that sort of 
rattling up the ward waking somebody up, and we have like a really 
squeaky weighing machine just like a seat one, you know, when they 
have to pick the back up a bit and it stops squeaking but people just 
happily you know mill around the wards squeaking away even though 
people have come back tired or they've had really restless night (Z43, p2) 
I think there's nobody in our ward that clomps about but I actually have 
got a friend who's just come out of HDU and he said that as a patient the 
biggest horrible thing that happened to him was a nurse wearing really 
clumpy clogs and he said that he still thinks about them at night. And 
that's all he could think about - oh here she comes - she's doing this on 
purpose, she's banging her feet on purpose. And he laughs about it now 
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because he was really quite ill and he was there for quite a while and he 
didn't want to say (Xl p4) 
The patient comfort and well being category again encompassed a wide range of 
nursing actions that the participants knew of to help promote sleep including physical 
and psychological comfort, assessing normal patterns of sleep and facilitating a 
normal sleep pattern. Many participants considered that assessment of patients' sleep 
was not addressed, like the following participant: 
Also I've noticed that the care plans on the ward I'm on at the moment-
there's not one on promoting sleep at all and that's the care plan! The 
promotion of sleep should be included on the computer. Because we have 
care plans for all the other activities of living, so why not sleep? ... I 
mean they might be awake all night but they might be the sort of person 
who is awake all night whether they are in hospital or at home (Y 4, p8) 
The need to avoid routine orientation of care and to prioritise care and avoid 
unnecessary interventions was again highlighted by the participants. Many spoke of 
experiencing fairly rigid ward routines and considered that changes could be made to 
enhance patients' rest and sleep. As one participant put it: 
I think maybe at the moment the routines on the wards aren't really best 
designed to help patients sleep especially everyone starting so early in the 
morning and the cleaners coming in so early. Breakfasts are always at a 
set time, first thing in the morning, so that's going to disrupt sleep 
patterns. Even if they do sleep they're up first thing in the morning 
anyway with everything going on in the ward, so I think maybe where 
possible, routines could be changed slightly to accommodate a fuller 
night of sleep really. Because I know a lot of the times when I come on 
an early shift the night staff will try and get whatever bloods we need 
doing done maybe about six 0 clock in the morning if not earlier. So that 
means waking the patient up to get that done and sent off in time for the 
ward round later on that morning so that can be quite a big disruption. So 
I think if possible if they could change the times of when they're done, 
that might just give an extra bit of time for the patient to relax ( Z7, p3/4) 
The participants re-iterated the appropriate use of night sedation as being important 
in sleep promotion. Their comments again indicated that they recognised the value of 
night sedation, but generally saw it as a last resort after all other measures had been 
ineffective. As Y4 stated: 
I think probably there are other ways of dealing with not sleeping. Like 
ear plugs ... focussing on a nice happening they've had in their lives and 
thinking that through. And perhaps helping them to relax. But I 
appreciate that the night is long if you're not sleeping and that sometimes 
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you'd rather be knocked out with medication than cope in a natural way 
(p2) 
5.3.3. Attitudes of the participants 
The findings will be presented in three sections: 
• The participants' attitudes to sleep; 
• The participants' attitudes to their sleep promotion practice including changes in 
practice since registration, the challenges faced and perceptions of the general 
attitudes to sleep within hospitals; 
• The participants' attitudes regarding knowledge of, and education on, sleep and 
sleep promotion. 
A final section will consider the effects of being involved in the study, as described 
by the participants. 
Attitudes to Sleep 
The data suggested that all of the participants continued to hold positive attitudes 
towards sleep, seeing the process as being a beneficial and curative medium. The 
following comments reflect the data: 
I mean I know sleep is important and everybody has different needs and 
requirements, everybody has different lengths of sleep - the hours - I 
mean some people can manage on three, other people just need ten hours 
sleep ... I love my sleep and I love to be comfortable and it's really 
important that I get a good sleep and especially now that I'm doing this 
job, so I make sure that the patients I'm looking after have got everything 
they need to be comfortable (Xl, p6/7) 
I think I always felt that sleep is really, really important (YI4, p2) 
Attitudes to sleep promotion practice 
Many of the participants indicated that they saw themselves as active sleep 
promoters. These participants often described how their attitudes to sleep promotion 
had either changed, or grown stronger, on becoming a newly registered nurse. Some 
spoke of being more aware of the importance of sleep promotion due to undertaking 
more night duty, others about being more responsible and accountable for their 
standard of care. The following quotes epitomised the participants' views: 
I think my attitudes have changed in the last two months since I've done 
this long stretch of night duty, since I've seen the wide range of sleep 
patterns in different patients and the problems that the patients have. It's 
sort of opened my eyes to how important it is and how detrimental sleep 
deprivation can be in some cases for the patients (VI8, p6) 
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I feel that I'm doing the best I can towards sleep promotion and I hope 
that I do do enough but I'm sure that I can always do more 
(laughs) .... l'm much more aware now that I'm trained - when I was a 
student, well it was kind of my responsibility, but I wasn't the one that 
was responsible for patients' sleep, whereas now if that's my set of 
patients, it's down to me to make sure that they have a decent night's 
sleep. So the onus is much more on me - that's a bit of a challenge (X8, 
p2& 11 ) 
I think it's rewarding to know that if you're doing as much as you can to 
make the environment the easiest to sleep in for the patient, to have the 
patient wake up the next morning and say - I've had the best night's 
sleep - it was really good. Then that's really a rewarding role. But as far 
as my role in it, I think as a qualified nurse I'm accountable for 
promoting the best environment for the patient really .... .1 think it's very 
important and I think I'm much more aware now of how much it affects 
the patient and that it's part of my responsibility to enhance it reall y ... .1 
think you're taken more notice of when you've got your PIN number and 
in the back of your mind is your PIN number ... Really when changing 
from a student to a qualified nurse - the accountability was a big issue 
and realising that you're responsible and it's your responsibility to do the 
best for your patient. I think that was a big thing for me when I qualified 
- the accountability side of it (Y9, p6 & p8) 
Well, Ijust do the best for my patient, you know, when I'm on 
duty .... .It' s something I feel quite strongly about, having seen patients 
really, really suffering because they can't sleep. It's frustrating as a nurse 
- you're looking after a patient and you want the best for your patient 
and to look at your patient lying there night after night and not sleeping, 
staring at the ceiling - wondering what's going through their minds. I 
think it's really important - yes I do, I feel quite strongly about it. And I 
do get annoyed when people are really noisy and don't think (Z13, p5 & 
p6) 
Other participants, however, saw themselves in a more negative light, with the data 
suggesting that this was due to a number of reasons including other competing 
demands, being inexperienced and a lack of knowledge on sleep and sleep 
promotion: 
But again because really we haven't had the education - you don't really 
learn until you've sort of started your nights how important sleep is. So it 
goes back to the training - if there was more throughout the training I 
think definitely you'd be able to promote sleep better. But I think at 
present in myself - no I don't think I'm a good promoter of sleep at all. 
And that comes down to - a lot of I think is anxiety as well because you 
worry about your patients at night, you worry about getting things right -
you worry about not making mistakes. And sort of patients' sleep is the 
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last thing on your mind, if you like, above your ward routine and your 
drug round etc (VI5, p7) 
I would like to be but I know I'm not. I do often think about it and maybe 
as I become even more settled in my role that I will be more outspoken, 
but I think in your first year you are just learning to fit in so much that 
you don't come out and say things .... you're learning in your first year 
and you're just surviving and you're learning to fit in ... 1 think I do know 
what needs to be done but it's standing up and being counted and doing it 
and feeling confident in doing that (XI8, p5) 
All participants were asked if they had changed anything as newly registered nurse 
with regard to the practice of sleep promotion. In the first round of interviews, the 
students had thought that they would try to reduce noise, avoid or change routine 
orientation of care, prioritise care or educate themselves and other staff. All 
participants reported that they had not changed anything, or very little, since 
qualifying, mainly due to the challenges they had encountered. Some, however, felt 
that they had changed their practice on an individual level. For example: 
Realistically now, with what happens at night in the hospital I think I can 
change the way I look after my sixteen at night, but trying to change 
other staff s attitude is not something you can do just by doing nights 
with them. And because we don't do nights as often as our permanent-
as you're classed as sort of day staff most of the time you don't like to 
interfere with the routine of the regular night staff. So I think it's 
definitely something you can do with your patients but it's not something 
you can do with the ward unless you sort of set out to try and implement 
change on the ward (VI5 pII) 
Others, however, felt that it had proved too difficult to change practice, if required, 
due to a number of specific factors and challenges, as discussed later. Many spoke of 
seeing themselves as 'too junior' or inexperienced to try and suggest or implement 
different practices. The following quotes are typical of the participants' views: 
The ward doesn't really allow us. It's quite a complicated issue I think 
really (YI2, pI) 
I mean I will sit there and go - sshh you're making too much noise or-
but I haven't actively. It is very difficult because you're either dealing 
with people's personalities and because I'm the bottom of the tree at the 
moment and it can often be the sisters or whatever who go in - and you 
are dealing with people's personalities because they are people who you 
know - I'm not scared of people but just people who are sort of - you 
don't know where you are with them anyway as a person you know. So 
you'd just rather keep out of their way (laughs). I think at the moment 
because I feel- I don't feel bottom of the pile but it is a little bit like that 
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situation - I mean you've sort of come in new - and I'm not the new one 
now because there are newer qualified than myself now (YI4, p6) 
I wouldn't see I was experienced enough to. I don't think there's any real 
policies in place where I work to sort of deal with sleep deprivation-
well I could look into it but I don't think there is anyway. You've got 
care pathways for everything but I don't think we've got one for sleep 
deprivation (ZI3, p2) 
The data indicated that the challenges the participants had faced as registered nurses 
with regards to the promotion of sleep were: 
• Attitudes of other staff/ward ethos; 
• Busy wardllack of staff; 
• Outside influences; 
• Being assertive/confident; 
• The ward routine. 
All participants spoke, either directly or indirectly, of the influence of other staff and 
the general ward ethos affecting their sleep promotion practice. Some reported 
generally positive experiences in working with staff who were proactive and positive 
with regard to sleep promotion, like the following three participants: 
Most of the nurses I've worked with have been pretty good but there are 
- I think there could still be some improvements there. You still do get 
people who forget the time of night, especially with night duty - that is 
my biggest criticism I think ... .I think most of our nurses are pretty good 
but there are the odd ones that could be improved on really (V5, p6) 
In my experience, the attitudes are all good - they are good attitudes. 
They're - I'm just thinking back now to us all chatting during nights-
it's not until something's pointed out to remind you that you think - oh 
no I'll have to watch that. Very flexible - in my experience flexible, 
come and go with the patients (Xl, pll) 
In my experience the staff on my ward do promote sleep. I think they are 
aware that everybody's different. .. Yes, I think to the best of their ability 
they do try very hard to make it work ..... It's not maybe very adventurous 
what we do, you know there's nothing startling in what we do but I think 
they do quite well in my ward from what I've seen, I really do (X8, pll) 
Many participants, however, reported more negative experiences and challenges in 
working with staff who were less positive about sleep promotion. The following four 
quotes were typical of these participants' views: 
I think it's hard - because it's something that needs to be emphasised and 
it's something that I think needs to be covered a lot more but, as I say, I 
think peoples' general attitude towards including my own sometimes is 
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you know - it's sort of last on the priority list with trying to get your 
ward routine done but it's something that I think should be sort of turned 
over and it should be one of the highest priorities on your list of allowing 
patients to sleep (VIS, p8) 
Well it's never been an issue that I've heard talked about amongst nurses. 
There's not any plan for patients' sleep if you know what I mean. It's just 
one of those things that's just taken for granted I think - you know -
patients will sleep (X 13, pI) 
I've noticed that people who - there are people who always work nights 
- who perhaps see that as their day and I've noticed that perhaps one or 
two of those are perhaps less - they promote sleep probably less than 
people who just work the odd night (Y 4, p9) 
I think on the whole it's not something that's really well thought of at all 
unfortunately .... The staff that I'm working with at the moment they've 
all been based there a long time. Like I say it's not - I couldn't even 
count on one hand the conversations I've had with staff - it's probably 
less that they don't think themselves that it's important but we've always 
seemed to find other things that have seemed more important that we've 
discussed rather than sleep itself ..... In my experience it's not really been 
dealt with at all.. .it's not really been all that good (Z7, p5/6) 
Some participants spoke of the difficulties of avoiding negative practices, 
particularly keeping noise levels from conversations at an appropriate level. Reasons 
given were those of peer pressure to join in conversations, forgetting about being on 
nights and the need to be quieter. As Xl stated: 
I think I'd have to be honest here - I've never, unless somebody was 
really noisy, I've never actually thought - oh they're making a noise, I'll 
try and get them to be quiet. I think you forget. And I think that night 
duty is such a strange entity for me at the moment anyway, it's almost 
like you have to be a real team and keep everybody, you've got to have a 
bit of a giggle really, because it is such a busy - it is so busy. But I 
suppose every night shift is different, but you feel you've got to chat to 
the staff that you're on with. Yes - I think forgetting - which isn't right, 
at all (laughs). I'm ashamed to say it (p3) 
Some participants also spoke of the importance of the ethos of the ward or clinical 
area as being important in setting the tone for sleep promotion and that the ward and 
hospital managers were a key influence. For example: 
Where do you think that comes from you know, having such a positive 
environment and how does that build up to be positive? I think it's in the 
matron and ward managers, they're younger members of staff shall we 
say. They've not been in the business 50 years and know better, you 
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know what I mean, (laughs). Because you do get these nurses saying, 
"I've been doing this 25 years and I will carryon doing it another 25 
years", whereas in fact we're not using that method any more (ZI9, p6) 
I think you get a bit more assertive as you settle in and, you know, you 
will speak your mind a bit more and say well can't we do this different 
and can't we do this. A lot of people will listen to you, I suppose, but 
there's always the odd ones, it's usually the ones that have the authority 
to change things that don't really want to listen, but I don't know I think 
you've just got to keep on slogging away you know and make your 
feelings known really, and keep on suggesting (Z43, p3) 
Many participants spoke of the challenge of promoting sleep in the face of a busy 
ward, with some also considering a lack of staff to be a particular challenge. This 
viewpoint was epitomised by the comment from X8, who said: 
The thing is that you don't always, on a night shift, get a good chance to 
say to people - like you can say when you go on the night shift - did you 
sleep OK ... I thought you were but- it's the sort of thing you can do when 
you're going round doing your obs and things. But I've found that 
sometimes you're so short staffed that you're running about like an idiot 
trying to get everything done - tablets, you name it - and folk are 
phoning in sick and you're having to do double the tablets you thought 
you would because you've got pool staff or whatever - you're not getting 
the time to do it. And I really regret that. And I regret that during the day 
as well. You know, they always said to you - oh it has to be holistic and I 
completely agree with that and I like that and I want to do that, but the 
time restraint is just unbelievably bad (p5) 
The influences the participants spoke of were mainly due to hospital policies and 
pressures on beds, necessitating admissions during the night, even when the 
treatment the patient required was not the speciality of that ward. The following 
quotes from two participants are representative of the data in this category: 
Because we're a surgical ward, in the hospital that I actually work in, 
they actually try and use all of the beds, the maximum capacity then that 
they can ... and then we get medical patients now and that can be any time 
in the night time. Again because of the ward layout as being an open 
nightingale ward it means actually taking patients, which is quite noisy 
on the trolleys and all the other patients and past all those who are 
particularly poorly. You know I think they do try, I think they do tryon 
the ward as well, that if they know that they want somebody transferred, 
they try and insist that it's done before a certain time - you know before 
twelve 0 clock at night time or they do try and stick to their guns and say 
- no we'll not move them. But you know it is hard because it's the actual 
powers that be above actually just sometimes make you do it. You 
haven't always got the voice there that you would like to have (YI2, p5) 
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Well, it's just bed juggling the whole time. It's to fill the beds up - I 
mean I work on an ENT ward where at the moment it's an A&E ward, an 
orthopaedic ward, it's everything bar - urology -it's free beds and that's 
all that they see ... patients are complaining that they're not getting the 
rest. And I have to agree with them. It's just ongoing and constant. So in 
the ideal we all know that they should have the rest and the sleep and the 
peace and the quiet but the way the ward is at the moment it's not 
happening ..... At the moment the way the hospital is, if there's an empty 
bed it has to be filled. I think they've got this government directive now 
haven't they - in A&E you can't have a patient in there for more than 
four hours and all they see is paperworks and targets to be met. And it's 
get that patient onto the ward, into a proper bed regardless of the time, 
regardless of what age they are. And OK yes there is an empty bed and it 
should be filled with a patient but it's to the detriment of other people 
there ..... That's how it is at the moment. ... So !think then that sleep 
promotion is the last thing that they're bothered about - it's bums in 
beds ... J would say personally it comes low down on the list of priorities. 
If it happens - happy days - you're lucky. But I don't think it's seen as a 
high priority. That's my experience anyway (VI6, pl& p6) 
A few of the participants spoke of the challenge of being assertive or confident 
enough to actively promote sleep, whether to challenge current practice or prioritise 
care to ensure patients could sleep. As one participant put it: 
I did have an experience once when I was on night duty and I thought oh 
goodness, it was the staff, the staff were in the nurses' station and you 
know it's good that staff all get on .... but when it gets a bit raucous you 
do think, goodness you know, we're on night duty here and we're just 
forgetting the patients we're meant to be here for to help them sleep. So 
I did feel awful about that but probably not developed enough to be able 
to say anything and say, "oh hang on we should shut up here", so I 
probably went along with it, I wouldn't say that I would sit there and 
make an awful lot of noise but I didn't say now come on, you know. As a 
D grade I didn't think it was my place to say, look we should really shut 
up and let the patients sleep (XI8, pl/2) 
Some of the participants found the ward routine and ethos to be a challenge in their 
sleep promotion practice. This ranged from staff adhering to routines that could 
disrupt patients' sleep to a general lack of acknowledgement of the need for sleep 
promotion. As one participant noted: 
Because I know the carers that I work with, because we do have 
permanent night carers, and after everyone's asleep and settled and sort 
of around your observations that you do during the night and your 
catheter monitoring, there's the cleaning of the kitchen, there's the 
cleaning ofthe sluice, there's the cleaning of the general areas, the drugs 
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trolleys - and it all generates a lot of noise which doesn't help patients at 
all ... My own attitudes again are that I do feel that sleep is important for 
patients but then again it does corne pretty low down on the sort of 
priority list at night which I suppose is wrong but you know when you're 
trying to do the ward routine it is hard (V15, p6 &p8) 
Participants' attitudes regarding knowledge of, and education on, sleep promotion 
The participants all described a positive view of the importance of knowledge of 
sleep and sleep promotion and the need for pre and post registration education on this 
aspect of care. Many again spoke of the necessity of having knowledge and a 
theoretical underpinning in order to be able to develop practical skills in sleep 
promotion. The following quotes were representative of the participants' views: 
I think it could be an essential part of your training because if you've got 
the knowledge, if you've got the background, you can then take that to 
your patients. I mean I know during my first rota of nights it was very 
hard as I was saying before to try and keep quiet yourself and realise that 
everybody else is asleep while you're still laughing and joking with your 
colleagues. But I think if you've got a background knowledge to that and 
not only a background knowledge of the importance of sleep for the body 
but the importance of sleep for the patients and the psychological aspects, 
I think it would definitely prepare you better for when you do eventually 
start nights ........ So I definitely think that there is a need for staff to 
have education on sleep post registration and especially pre registration 
to try and put the building blocks there (VI5, p 3 & p13) 
I think it's really important because you have a much deeper 
understanding of what's going to happen if someone doesn't sleep well. 
You have a much deeper understanding - and the manifestations - you 
know it's like a vicious circle you know and I think it just makes you a 
lot more understanding of the patient's needs when they haven't had 
sleep .... So I think without the teaching you would probably be a bit kind 
of old school- it's rubbish, they'll be fine, get them up (Xl, p 9) 
I think I'm beginning to have more opinions about it the further away 
I've qualified ..... well all I can say is it is really important to have the 
knowledge about sleep and sleep promotion (XI8, p4) 
Overall, the participants generally did not seem to have been unduly influenced by 
being involved in the research, although some participants considered that taking part 
had made them more aware of the importance of sleep promotion and had affected 
their practice. The following three quotes are representative of what these 
participants said about this aspect: 
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Well I try and encourage it but I think it's only through doing the 
interviews with you and you making us aware of it. I think if I hadn't 
have met you and gone through there then I wouldn't have been as aware 
or promoted it as much (ZI9, p6) 
It's been more highlighted I think with being involved in this study 
especially. It's something that perhaps wouldn't have stood out to me as 
much if I hadn't been sort of involved. I think sleep promotion and sleep 
education should be enhanced more because as I was saying at the 
beginning of the interview with being involved in this study and thinking 
about it - it is something you think about more (VI5, p13) 
I think - yes - there have been some situations I can think of where 
nothing really has been done and even after this conversation I think I'll 
be all the more aware of it again. Because it's easy to kind of - you know 
for it to be forgotten in some ways. So I think it's good to be reminded. 
But I would like to be able even in the future to consider myself to be an 
active sleep promoter. I think also just, I mean for the first nine months I 
was really finding my feet as a nurse and I think as I gain more 
confidence as a nurse - you know as an autonomous individual if you see 
what I mean, to be able to make, to be able to actually do something 
personally for patients rather than just going along with what's normally 
done, or not normally done (X13, p6) 
This chapter has detailed the qualitative findings. Chapter 6 discusses both the 
quantitative and qualitative findings and contextualises these in relation to the 
literature. 
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CHAPTER 6 DISCUSSION 
This chapter discusses the findings in relation to the relevant literature from Chapter 
2 and the new knowledge uncovered in this study is highlighted throughout. A 
suggested pre-registration curriculum model is presented in the final section, based 
on the consideration of the findings. The chapter is presented in the following 
sections, structured to address the research questions: 
6.1 Sleep and the pre- registration nursing curriculum; 
6.2 The educational experiences of the participants; 
6.3 The knowledge of the participants; 
6.4 The attitudes of the participants; 
6.5 Model and characterisation of sleep promotion practice; 
6.6 Pre-registration curriculum framework for sleep promotion. 
6.1 Sleep and the pre- registration nursing curriculum 
The current study is the first to address the curriculum coverage of sleep and its 
promotion within the UK and consequently cannot be discussed in relation to 
previous findings. However, the results can be contextualised with reference to the 
general literature on sleep promotion and the current general guidelines for the pre-
registration nurse curriculum. 
The literature shows that sleep and its promotion is widely regarded as being an 
important area of patient care, and one which should be addressed in the pre -
registration education of nurses (Lee et a12004, Morgan and Closs 1999, Southwell 
and Wistow 1995b). There are currently no guidelines in the UK that offer a 
framework for educating nurses on sleep and its promotion. This equated to the 
situation in America until a recent initiative from Lee et al (2004). They reported 
that there was no established curriculum in the USA for sleep in undergraduate or 
graduate nurse education but that their task force had produced guidelines based on 
the concensus view of expert nurses in the field of sleep (Lee et aI2004). 
The findings of the current study on the place of sleep and its promotion in the pre-
registration curriculum show a mixed picture on a number of levels. This can be seen 
to be in line with the lack of guidance presently available. It is evident that there was 
no common curriculum in the responding HEls in Scotland and England. It is notable 
that 15% (n=4) of the HEls did not cover sleep and its promotion at all. This finding 
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was perhaps surprising, as it could be expected that every HEI would cover the topic 
in some way, given the key role of sleep in health and illness and the role of the 
nurse in sleep promotion (Lee et al2004, Morgan and Closs 1999, Southwell and 
Wistow 1995b). The pre-registration curriculum hours are currently set at 4,600 
hours, 50% theory and 50% practice (UKCC 1986). It therefore seemed to be a clear 
omission that these HEIs did not offer any input on sleep and its promotion within 
both the time allowance and the holistic and health orientated underpinning of the 
curriculum, notwithstanding the other subjects that have to be covered. One possible 
factor could have been that students were generally doing little in the way of night 
duty within this curriculum. However, it is widely accepted that sleep promotion is 
not solely an aspect of care during the night but should be an integral part of patient 
care (Knapp 1993, Lee et al2004, Swift and Shapiro 1993, Wilson 2003). It is also a 
requirement that students are expected to gain experience across the twenty four-hour 
continuum of care (UKCC 1986). 
Of the HEIs who did include the topic of sleep promotion as part of the curriculum 
there was a wide variance in the reported amount of time devoted to the topic with a 
range of 0 - 60 hours. There was also no concensus on when the HEIs commenced 
their input, with most, though not all, indicating that the topic of sleep was 
introduced in the first year of the students' programme. There was no commonly 
discernible pattern of delivery throughout the three years, with only 43% (n=lO) of 
the HEIs indicating that sleep was covered in each year of the curriculum. This lack 
of concensus is not unexpected as only the broad content of the curriculum is 
stipulated by the professional nursing body and there are no requirements for timing 
of introduction of any theoretical components, or indeed an order of curriculum 
delivery. However, as sleep is seen as an activity of living (Roper et al2000) and 
essential to health, it seems appropriate that the majority of HEIs reported coverage 
of the topic within the first year of the programme. This view was corroborated by 
the student participants. It is also evident that the students commonly felt that the 
education of sleep and its promotion should continue throughout the three years of 
their nursing programme. Lee et al (2004) gave no recommendations on the timing 
of input in their proposed model for student nurses, but did recommend specific 
content and learning objectives using a conceptual model of impaired sleep. 
The findings of the current study on the curriculum content show that the majority of 
HEIs generally covered the areas of sleep deprivation, promoting sleep, the theories 
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and functions of sleep and sleeping habits. These topic areas were also the ones 
identified as important by the study participants in the questionnaires and interviews 
and are also included in the Lee et al (2004) curriculum model. However, it is 
noteworthy that 26% (n = 6) ofHEIs omitted to cover an individual's sleeping habits, 
especially in relation to health promotion and patient assessment, while the literature 
shows that this is an important element of care (Ersser et al1999, Knapp 1993, 
Rodehn - Fox 1999). The fact that 35% (n= 8) of HEIs did not cover pharmacology 
relating to sleep can also be seen to be a surprising omission, since the whole area of 
sleep medication is relevant, topical, and generates much debate within nursing and 
medical journals (Ersser et al1999, Duxbury, 1994b, Halfens et al1991, McMahon 
1992, Swift and Shapiro 1993). Lee et al (2004) included a learning objective 
pertaining to pharmacological sleep interventions in their proposed curriculum 
model. They also included recommendations for more in-depth content such as sleep 
disorders, practice in measuring sleep via polysornnography and experience in a 
sleep disorders' centre (Lee et al2004). While these latter factors seem worthwhile, 
it appears from the current study that a key first step would be to ensure that all the 
basic elements are incorporated, before considering the more in-depth and technical 
content advocated in Lee et al's curriculum model. 
The topics that sleep were reported as being linked to within the curriculum are also 
of interest. There was no overall concensus on the delivery of sleep in relation to 
other aspects of patient care. The most common topics which sleep was associated 
with were critical and acute care, followed by mental health and care of the older 
person. This can be seen to reflect the focus within the literature. Nurse researchers 
have studied sleep in ICUs and in relation to cardiac surgery (Edell-Gustafsson et al 
1994, Hedges et al2004, Topf 1993, Topf 1996). There is also a growing body of 
literature on sleep in elderly patients (Ersser et al1999, Hudson 1996) and 
psychiatry (Southwell and Wistow 1995a). Lee et al (2004) specifically included 
ITU s and nursing homes as areas for American nursing students to study sleep. There 
have been many articles written about pain and anxiety with reference to sleep, 
especially the work of Closs (1990 & 1992) and Edell- Gustafsson (2002). Of the 
sample in the current study, only 14% (n=3) ofthe HEIs reported linking pain and 
anxiety to sleep, whereas a higher percentage might have been anticipated. Only 1 of 
the 23 HEIs reported linking sleep to night duty. This again could be expected to be 
much higher and perhaps had something to do with the minimal amount of night duty 
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undertaken by pre-registration students at the time of the current study. However, it 
is also notable that only 23% (n= 5) of the HEls reported linking sleep with the ALs. 
This could also have been expected to be more commonly addressed, given the fact 
that sleep is part of the widely used Roper et al (2000) model. It would seem 
therefore that consideration of sleep in relation to all of these topic areas would 
benefit from standardisation and might help reinforce the notion of the value of sleep 
promotion within the curriculum. 
With regard to the teaching and learning methods used within HEls, it is evident that 
there was a variety of methods being used in the delivery of sleep content, such as 
lectures, group work, problem based learning and guided study. However, another 
finding of note is that 61 % (n=14) of the HEls reported that they did not use specific 
clinical learning outcomes regarding proficiency in promoting sleep. The comments 
offered indicated that sleep promotion would generally be implicit within more 
generalised outcomes. One HEI respondent offered the view that clinical learning 
outcomes were not used as the most of the students were not on nights. This again 
seems to go against the commonly held view that sleep promotion, while clearly 
being a priority of night work, is not confined to nights, as mentioned before. It also 
shows that the majority of HEls were not specifically ensuring the proficiency of 
students in sleep promotion practice. Several of the respondents indicated that the 
omission of clinical learning outcomes on sleep and its promotion would be rectified 
as a result of the current study. As the respondent from HEI E40 stated in the 
questionnaire data: 
It has identified to me the need to include it as a specific learning 
outcome in the adult branch clinical practice learning outcomes - it is 
assumed at present 
Overall, these findings show that there was no common educational delivery on sleep 
and its promotion within the pre-registration nursing curriculum, a finding that can 
be seen to reflect the lack of guidance currently available in the UK. While there are 
no previous studies addressing the place of sleep and its promotion within the 
curriculum, researchers such as Lee et al (2004), Morgan and Closs (1999) and 
Southwell and Wistow (1995b) considered that pre-registration nurse education 
should include the effective management of sleep problems and sleep promotion. 
The findings from the current study indicate that, despite the inclusion of sleep 
theories and factors in sleep promotion being advocated over the last thirty or so 
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years, there still needs to be more attention paid to this aspect of care within the pre-
registration curriculum. In particular, the need for a framework on sleep and its 
promotion to guide the curriculum in the UK, as has been developed in America by 
Lee et al (2004), is supported by this study. There are, of course, inevitable tensions 
in curriculum design and content, with an ever-increasing scope of theory and 
practical skills seen as being essential to ensure that nurses are fit for practice and 
purpose. As will be seen in subsequent sections, specific coverage of sleep within the 
curriculum could be managed in such a way that direct theoretical content is 
minimised. Strategies such as guided study and directed learning in practice could be 
utilised to underpin the development of skills and knowledge in sleep promotion. As 
will be highlighted in the next sections addressing educational experiences and 
knowledge, the participants themselves identified the need for, and ways of, 
improving knowledge and skills to underpin sleep promotion practice. 
6.2. The educational experiences of the participants 
This section discusses the findings from the part of the current study concerned 
with the participants' theoretical and practical educational experiences, at both 
pre- and post- registration levels. 
The student participants had experienced varying structured educational input 
regarding sleep and its promotion in their pre-registration programmes. 
Unsurprisingly, the students' experiences generally matched the reported coverage 
by their HEIs, apart from those of HEI Z as discussed below. The majority (74%, 
n=89) of all the students in the current study, while having mixed experiences, 
thought that the sleep theoretical content had not been well taught or indeed not 
covered in their pre-registration programme. The students from HEI X were 
generally the most positive about how well sleep had been taught in their 
programme. The knowledge of these students on the sleep process, while incomplete, 
was the strongest overall of the 4 HEIs, indicating that there had been some retention 
of facts from their two-hour input. The finding from HEI Z was the most 
incongruent. HEI Z had reported spending approximately 60 hours on sleep and sleep 
promotion, all via integrated sessions throughout the three years, with no session 
specifically devoted to the topic. The sleep process, sleep deprivation and sleep 
promotion were reported as being covered within these integrated sessions generally 
dealing with the activities of living. The students' perceptions of their input differed 
greatly from the reported 60 hours of input. One factor here could be that as the 
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sessions were integrated, the students did not perceive that sleep had been covered to 
the same extent as the academic staff, and that specific sessions might have been 
remembered more distinctly. It could also have been the case that the academic 
respondent over-estimated the content on sleep delivered by HEI Z. However, the 
fact that these students had generally poor knowledge of the sleep process indicated 
that while the academic staff reported that this aspect was covered, this was either 
not remembered or, as recounted by the students, had not been delivered in sessions 
that they had attended. 
The reflections from the participants in the Phase 4 interviews were of interest, 
offering an insight into their views on the pre-registration programme from their 
perspectives as registered nurses. The findings show that all but one of the 
participants retrospectively viewed their pre-registration programme as not 
adequately preparing them for the promotion of patients' sleep, even those who had 
initially reported that they felt the coverage was fairly well or well taught. The 
change in viewpoint from the originally more positive participants seems to be due to 
developing a greater insight into the practice of sleep promotion, and therefore 
having more awareness of the knowledge required to underpin that practice. 
Of the registered nurse sample, the majority (80%, n= 78), indicated in their 
questionnaire answers that sleep and its promotion was either not covered at all or 
not well covered in their pre-registration programmes. The data from the Phase 3 
interviews corroborates the finding. The span of experience in these participants, 
however, meant that some individuals were reflecting back over thirty years, and had 
difficulty remembering their programmes with any accuracy. Overall though, the 
majority of the registered nurse participants felt they had not received the necessary 
input on sleep to help underpin practice. The findings from Halfens et al (1991) 
regarding Dutch registered nurses were more positive in this aspect. Of the sample, 
50% (n=46) reported that they had received input on sleep in their student nurse 
education, although only 25% (n= 23) thought that the input was sufficient. 
The post-registration educational experiences of the participants are also explicated 
within the current study. While there is no research that has directly related to the 
input of sleep and its promotion in post-registration programmes, authors have 
written of the need to educate registered nurses on an ongoing basis (Briggs 1991, 
Haesler 2004, Lee et a12004, Morgan and Closs 1999, Oleni et aI2004). The 
findings of the current study show that post-registration education on sleep 
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promotion was not commonly being addressed either in induction programmes, 
informal study sessions or in formal courses of study. The majority (80%, n= 78) of 
the registered nurses considered that they either had not undertaken any post-
registration education on sleep and its promotion, or that the topic was either not 
covered at all, or not well covered, in their ongoing education. The interview data 
also showed this to be the case for most of the participants, although some had 
received input in the module they were currently studying. The participants in the 
latter category, though, generally noted that this was the first input on sleep 
promotion they had received, but were very positive about experiencing the input. 
The findings from the sixteen Phase 4 interviews further showed that none of the 
original student participants had experienced input on sleep promotion since 
registering, even those who had undertaken further education. Many of the student 
and registered participants identified the need for sleep and its promotion to be 
addressed within their ongoing education. This included specific theoretical content, 
the need to have more knowledge about all aspects of sleep promotion practice and 
to generally increase awareness of all staff. The participants seemed to feel in 
particular that knowledge of the sleep process itself would be of value and provide a 
base for the practice of sleep promotion. The need for the development of a 
framework to guide post-registration education regarding sleep and its promotion is 
therefore supported by the findings of the current study. 
The participants identified various methods of achieving this such as study days on 
sleep promotion, fostering best practice through the use of posters and incorporation 
of the topic into post-registration modules and programmes of study. However, it is 
recognised that there are many competing pressures involved in the ongoing 
education of nurses. The participants spoke of many of these, including mandatory 
updates for practice, such as mentorship, and the difficulties of releasing staff for 
further study, due to factors such as staffing levels and financial constraints. There 
appeared to be recognition among the study participants that raising awareness and 
knowledge about sleep and its promotion need not require a heavy time commitment, 
hence their suggestions on posters and the availability of literature in clinical 
settings. This is in line with the thinking of Topf (2000) who recommended the use 
of signs as cueing devices to encourage awareness of such things as reduction of 
noise on an ongoing basis. The type of posters recommended fell into two categories; 
simple signs to remind staff to keep noise down or more detailed posters including 
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such things as the process of sleep and signs of sleep deprivation. Lee et al (2004), in 
tandem with their pre-registration framework, also recommended theoretical content 
and competencies for advanced nurse students and practitioners in America. This 
framework incorporated competencies in sleep promotion practice and patient 
education but also included an emphasis on abnormal sleep patterns, including 
spending 5 to 10 weeks in an Accredited Sleep Disorders Centre. As before, it is felt 
that the Lee et al framework is at present inappropriate and unachievable for 
implementation in the UK, given the current state of knowledge and practice 
suggested by the current study. The findings indicate that there first needs to be a 
commitment from educationalists and clinical staff to review the place of sleep and 
its promotion in their current ongoing education and ensure that the basic theoretical 
underpinning and practice elements are covered, before moving onto the higher level 
of theoretical and practical skills advocated by Lee et al (2004). However, it follows 
that once pre-registration education is addressed, ideally using the framework 
advocated in the current study, more in-depth outcomes would facilitate the 
development of advanced practice and knowledge on sleep and its promotion. 
It is clear therefore from the quantitative and qualitative findings that in the 
participants' experiences, sleep promotion within both pre- and post-registration 
curricula was not particularly well addressed, if addressed at all. However, it was 
also evident that the participants were involved in this aspect of care, to varying 
degrees within the clinical component of the pre-registration programme and in post-
registration practice. The participants' learning about sleep promotion is therefore a 
key area to consider. As there are no other studies that have explored nurses' 
educational experiences regarding sleep and sleep promotion, no direct comparisons 
can be made to previous research findings. However, literature on the general 
learning experiences of nurses, as well as general research on sleep promotion, will 
be used to contextualise the findings. These showed that the participants felt that they 
had learnt most about how to promote sleep from: 
• Learning through clinical practice, including night duty experience; 
• Learning from patients; 
• Learning from other staff; 
• Learning through their personal sleep and life experiences. 
Participants identified the fact that practical experience, including night duty was 
instrumental in their learning of how to promote sleep. When describing how they 
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had learnt most about sleep promotion through this medium, it was evident that the 
participants learnt through exposure to practice generally and from other staff. 
However, there was very little in the way of systematic learning from practice, as 
described by Quinn (2000), which comes through analysis and reflection upon 
clinical experience. Pollard and Hibbert (2004) considered that while opportunistic 
learning will always play an important part in clinical learning, the paradox is that 
much of this learning can be lost due to students not being given the time, structure 
or guidance to learn. Jackson and Mannix (2001) reported that the achievement of 
the full benefits of planned clinical experience, which is crucial to learning of 
students, is very dependant on the nature of interactions between students and 
clinical nurses. It was clear that none of the participants had reflected on their sleep 
promotion practice with the support of skilled practitioners or educationalists as 
recommended by researchers such as Pollard and Hibbert (2004) and Teekmann 
(2000). Teekmann (2000) noted that reflective thinking does not come automatically, 
but requires active involvement and a clinical environment that is supportive towards 
the learners' needs. However, the findings in the current study show that some of the 
participants were able to identify areas of others' sleep promotion practice that they 
knew they would not adopt themselves, as well as practice they perceived as good. 
While this could be seen to indicate that a certain amount of evaluation of practice 
had taken place, it seems rather that the interview process within the study had been 
the prime facilitator for these reflections. Indeed, the participants often spoke of their 
participation in this study as being the first time they had really thought about sleep 
promotion. Teekmann (2000) concluded from his research that reflecting on practice 
is self-empowering for the individual as it adds to personal understanding and 
control, and that using a self-questioning strategy would lead to more proactive 
professional practice. 
The participants themselves identified reflection on, during and following, clinical 
placements as an element that would enhance learning on sleep promotion for 
student nurses. This recommendation echoed the opinions of experts such as Burnard 
(1989), Johns (2000), Schon (1983) and Teekmann (2000) and is an area that could 
be addressed within nurse education and practice using well-established tools such as 
learning portfolios, clinical learning outcomes and reflective discussion groups. The 
findings also indicate that including more night duty experience in the pre-
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registration programme was an area that required consideration, as this was seen by 
the participants as key in building skills in sleep promotion. 
The second category of learning from patients was directly identified by some 
participants, while others referred more obliquely to this mode of learning, by citing 
examples of particular patients' experiences when discussing aspects of sleep 
promotion. It did seem to be seen as quite a powerful way to learn, with many 
participants articulating the fact that the patients' views and feedback had often 
caused them to be more aware of certain aspects of sleep promotion practice. Again, 
this method of learning appears to be unstructured and informal. None of the 
participants had experienced using a structured tool to guide their learning such as 
the one described as patient based learning by Skog et al (2000). While the focus of 
Skog et als' (2000) research was the general care of patients with dementia, they 
considered that the use of structured learning from patients was a valuable teaching 
strategy generally. The current impetus to place the patient at the centre of care, 
including seeking their views on nursing practice, was also an experience that had 
not been encountered by many of the participants in the current study. The 
importance of this strategy has been highlighted in various research studies such as 
those by Oleni et al (2004), Southwell and Wistow (1995a) and Topf et al (1995a). 
Southwell and Wistow (1995a) showed that nurses and patients' perceptions differed 
in regard to sleep disrupting factors and that it was therefore important to ask patients 
for their views. They considered that only when all activities are viewed through 
patients' eyes, can care move towards being patient centred and that this necessitated 
a broad based cultural change (Southwell and Wistow 1995a). Some ofthe 
registered nurse participants had experience of receiving patients' views through a 
follow-up nurse and found this to be a valuable experience. Equally, one participant 
spoke highly of an academic session in which a former patient was invited to speak 
to staff about their experiences of sleep in hospitals. The current study thus shows 
structured learning from patients as a technique not generally being utilised that 
could enhance nurse education on sleep and its promotion. 
The participants who identified learning from their own experience were often those 
with children or who had been patients in hospitals themselves. These participants 
seemed to have related knowledge derived from their own personal experiences of 
sleep to their clinical practice, in line with the thinking of Carper (1978) and Burnard 
(1989). However, none of the participants reported any learning that was structured 
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around relating personal experiences of sleep to practice. This was seen by some as a 
learning opportunity that could be used in sleep promotion education, underpinned 
by the fact that, unlike illness related aspects of care, every individual does have 
experience of sleep. Some participants spoke of the benefit of sharing those 
experiences to gain a better understanding of everyone's differing sleep needs and 
habits. This approach can seen to be in line with the andragogical thinking of 
Knowles (1984) and Tennant (1997) who considered that the experience of adults 
can actually make them the richest resource for each other. 
It is well recognised within the literature that the theory on sleep and its promotion 
should be closely linked with practice (Duxbury 1994, Griffiths and Pearson 2004, 
Knapp 1993, Lee et a12004, Reid 2001). The findings of the current study indicate 
that this is generally not being achieved, although it was evident that the participants 
saw the concept of linking theory to practice as important. This finding is in line with 
the thinking of nurse researchers such as Barnett- Wilson et al (1995), Hislop et al 
(1996) and Spouse (2003). As in Hislop et ai's (1996) research, the participants in 
the current study also spoke of the need to situate theory and practice close together. 
None of the participants had experienced this in relation to sleep promotion, but 
often articulated the benefits of such a strategy. 
From the participants' experiences as student and registered nurses, it appears that 
sleep promotion was not given a high priority as a specific learning need within the 
clinical areas. This tied in with the fact that the majority of HEIs indicated that 
proficiency in promoting sleep was not covered in students' clinical learning 
outcomes. The American curriculum framework developed by Lee et al (2004) 
incorporated many objectives related to clinical competencies including taking 
patient histories, identifying sleep-disrupting factors within a clinical environment 
and developing nursing care plans. It seems therefore that another important focus 
for addressing learning and knowledge of sleep promotion would be ensuring that the 
practical elements are closely allied to the theoretical basis. While this may prove 
challenging when dealing with large numbers of students, well established strategies 
such as the use of clinical learning outcomes combined with guided study would 
facilitate the timely application of theory to practice. 
Overall, it seems evident from the findings that the educational experiences of the 
participants in relation to sleep promotion included very little in the way of 
structured learning in both theory and practice. The majority of the participants 
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generally considered that their education programmes were deficient in helping them 
promote sleep as part of the holistic care of patients, and many spoke of the need to 
increase their knowledge and skills in this aspect of care. 
6.3 The knowledge of the participants 
The literature showed that knowledge of sleep is seen to be key for nurses in helping 
patients to achieve the optimum amounts and quality of sleep (Brostrom et al2001, 
Calverly and Shapiro 1993, Griffiths and Pearson 2005, Haddock 1994, Haesler 
2004, Kryger 2004, Webster and Thompson 1986). The current study shows that the 
participants did not have a comprehensive knowledge of the underpinning theories of 
sleep. For example, as was seen, none of the students could name all of the stages of 
sleep, while only 5% (n= 5) of the registered nurses were able to do so. The 
quantitative data also showed that a total of 25% (n=54) of the student and registered 
participants did not know any of the functions of sleep. The categories that emerged 
from the quantitative and qualitative data on the functions of sleep were general 
rather than specific ones; that sleep is necessary for well being, for regeneration and 
for recovery and healing after illness or injury. Only 2.5% (n= 3) of the students and 
3% (n= 3) of the registered nurses identified release of growth hormone, which is a 
known function of this stage of sleep and important in physical maintenance and 
healing. 
Another key fact for nurses to know about the process of sleep is the length of the 
sleep cycle. This is the time it takes for an individual to complete a cycle consisting 
of all the stages of sleep, with the most important stages, Stages ill and IV and REM 
occurring towards the end of the cycle. If an individual is awakened before the end of 
that cycle, they will not complete all the stages, starting the cycle again at a lighter 
level of sleep. It is generally agreed that this knowledge can help nurses plan care in 
an informed way with reference to the scientific facts (Evans and French 1995, 
McIntosh 1989, Wood 1992). Only one student (1%) and 13% (n= 13) of the 
registered nurses knew that 90 minutes is the average length of the sleep cycle, 
although 7.5% (n= 9) of the students answered 1 or 2 hours, showing that they had 
some notion of the length. 
Furthermore, only 2% (n=5) of all participants knew that waking an individual 
during the sleep cycle and/or limiting the total length of sleep might cause sleep 
deprivation. A total of 28 % (n=61) identified that interruption of the sleep cycle 
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could lead to sleep deprivation and 2% (n=5) of the overall sample knew that sleep 
deprivation could result from limiting the length of sleep. This knowledge is seen by 
nursing experts on sleep such as Briggs (1991), Gelling (1999) and McInroy and 
Edwards (2002) to be crucial in the understanding of the need to provide 
uninterrupted periods of sleep for patients and to leave patients to sleep for as long as 
possible in the mornings. One of the few to mention this, was the following 
registered participant who was clearly enthused by knowledge of the sleep cycle: 
I think the other thing that came home to me quite strongly which I 
hadn't really thought about before until we did it in this course was the 
ninety minute thing. That you have to really have that ninety minutes of 
uninterrupted ..... and Ijust thought - when does this ever happen? 
(laughs). It doesn't happen. Well rarely, very rarely ...... But yes-
wow .... ninety minutes of golden sleep (AClO, p5/6). 
The findings therefore showed that many of the participants had very little 
knowledge of the underpinning theories of sleep on which to base their practice of 
sleep promotion. This knowledge on the sleep process can be viewed as the 
declarative or empirical knowledge (Alexander et a11991, Anderson 1980) or the 
basic science component (Schein 1973) on which principles practice rests and is 
developed. The one study found that addressed student nurses' (n= 39) theoretical 
knowledge concerned first year nurses in the USA in one programme, and showed 
that just 25% of the sample were able to answer questions on basic sleep physiology 
(Crisostomo et aI1999). The findings from the current study cover a far wider range 
and number of student and registered nurses and show that many of the participants' 
knowledge was deficient and that their practice of sleep promotion could not be 
based on a knowledge of the sleep process. The participants' knowledge on elements 
of sleep promotion practice was, however, more evident. 
The factors that disrupt sleep in hospital have been identified and articulated by nurse 
researchers. The knowledge of the study participants on sleep disrupting factors 
equated to the literature on sleep deprivation, including the work of Closs (1990 and 
1992), Cmiel et al (2004), Ersser et al (1999a) and Topf et al (1996). The 
participants identified noise as the top sleep-disrupting factor in their experience, 
mainly from the sources of other patients, staff and equipment. Ward routine was the 
next most commonly identified factor and was cited more by the registered nurses 
than the students. Other factors identified by both samples were lighting, pain, a 
strange environment and anxiety. The data from the interviews and field notes 
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indicated that the knowledge of the participants was largely derived from their 
clinical experiences, as very few remembered any input on this, or had read research 
articles on the subject. 
The findings on the participants' knowledge on sleep promotion practice mirror the 
work of researchers such as Closs (1992), Cmiel et al (2004), Edell- Gustafsson et al 
(2003), Southwell and Wistow (1995b) and Topf (2000). The findings show that the 
participants identified reducing noise as the main action that could be taken to 
promote sleep including talking softly, moving noisy patients, wearing soft shoes and 
keeping buzzer/ telephone noise down. Other main sleep promoting actions identified 
by participants were patient comfort, prioritising care, appropriate lighting, patient 
reassurance and pain relief. Topf (2000) proposed the application of an 
environmental stress model, based on previous research, in which nurses were 
pivotal in actively identifying and addressing environmental factors within clinical 
areas. The model incorporated a large range of interventions, requiring ongoing audit 
of the noise levels to awareness of nursing staff of their own noise. While it is 
apparent that the participants in the current study knew of, or could suggest, many 
ways of enhancing the sleep of patients, none of them had encountered any 
structured protocols or models for sleep promotion in practice. These were generally 
seen by the participants as methods that might enhance patient care, although it was 
recognised that such strategies might not be applicable across the board. For 
example, some of the interview participants described their experiences in short stay 
wards in which the quick tum around of patients would negate the use of such 
structured protocols. The experiences of the participants showed that the approach to 
sleep promotion was not currently based on research evidence or sleep protocols, 
despite the availability of literature on the topic. 
The assessment of patient needs and normal sleep patterns is also identified in the 
current study as a strategy that would help enhance sleep. However, the interview 
findings indicated that a comprehensive assessment of patient needs, habits and their 
quality of sleep was not often undertaken in the experience of the participants and 
that they had no knowledge of this. The assessment of patients has been highlighted 
as an area of importance within the literature (Closs 1990, Edwards and Schuring 
1993, Ersser et a11999, Nagel et a12003, Richards and Bairnsfather 1988). Ersser et 
al (1999) considered that nurses would benefit from reviewing their practices of 
assessing and promoting sleep in light of current research evidence. While Ersser et 
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als' (1999) study pertained to care of the elderly nurses, it can be seen to have wider 
application. It is evident that very few of the participants in the current study had 
much in the way of knowledge or experience in assessing patients' sleep patterns and 
needs. None of the participants mentioned any research based assessment tools, such 
as the assessment strategy used by Edwards and Schuring (1993) that had been 
effective in their study for planning sleep promoting strategies. The participants' 
knowledge can be therefore classified as procedural or practice knowledge 
(Alexander 1991, Anderson 1980, Eraut 1994), largely gained through the clinical 
experience of the participants. However, as noted previously, there seemed to be 
little in the way of articulating and evaluating this knowledge through structured 
activities such as reflection, audits or sleep promotion protocols. The participants' 
level of knowledge uncovered in the current study therefore does not reflect the 
categories of conditional (Alexander 1991, Anderson 1980) or deliberative 
knowledge (Eraut 1994) which concern the awareness and judgement of how and 
when to use declarative and procedural knowledge. As the findings show, there was a 
general lack of awareness of the importance of sleep promotion, and it seems to have 
often been carried out on an ad hoc basis with no recourse to empirical or protocol 
based practice. The participants had little experience in acquisition of knowledge as 
purported by Benner and Wrubel (1982) which comes from documenting, analysing, 
interpreting and coding practice. The level of knowledge and learning suggested by 
the study is that of surface as opposed to deep learning (Marton and Saljo 1976). The 
knowledge appeared to be gained through the clinical equivalent of rote learning 
instead of more deeply held knowledge assimilated through learning from a critical 
approach and understanding. 
There were also various nursing qualities and skills identified by the participants as 
being helpful in promoting sleep. Empathy, consideration and interpersonal skills 
such as communication were the main nursing qualities and skills that the 
participants felt would help enhance patients' sleep. Knowledge of sleep, of patients' 
needs and of sleep promoting factors were also mentioned, as were the qualities of 
confidence and assertiveness. The literature on qualities for enhancing sleep is not 
well defined, but all of the above factors are inherent to some extent in the various 
research studies and articles on sleep promotion. The identification of interpersonal 
skills, empathy and consideration are mentioned by various authors in relation to the 
nursing role (Closs 1990, Evans and French 1996, Gelling 1999, Oleni et al2004). 
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However, it was interesting to note that knowledge and understanding were 
identified as necessary skills and qualities in sleep promotion. This underscored the 
fact that the participants held positive views on the need for knowledge of sleep to 
underpin practice. The identification of confidence and assertiveness in the current 
study were considered important in a number of contexts by the participants, 
including: challenging the need for routine observations and care being carried out 
throughout the night; protecting patients' sleep and influencing the practice of others. 
These themes also emerged in relation to the attitudes of the participants and are 
discussed in the next section. 
6.4. Attitudes of the participants 
As noted previously, there have been few research studies that have directly 
addressed the attitudes of nurses to sleep and its promotion. The findings of the 
current study offer new insights into what student and registered nurses feel about 
various aspects of sleep promotion and education, including their experiences and 
perceptions of the practice and influence of other staff. This section discusses the 
findings in relation to the relevant literature, including some general studies on 
attitudes, and contextualises the findings in relation to Ajzen's (1988) theory of 
planned behaviour. 
6.4.1 Attitudes to sleep 
This study shows that all of the participants expressed positive attitudes towards 
sleep, seeing it as a beneficial and curative medium. Research by Halfens et al 
(1991) and Duxbury (1994b) also reported that nurses had positive attitudes towards 
sleep, although these findings were based on only one attitudinal statement directly 
pertaining to this concept. The five attitudinal statements regarding sleep in the 
current study, alongside the data from the interviews, re-inforces the notion that 
nurses hold positive views on the benefits of sleep. 
6.4.2 Attitudes to knowledge and education on sleep 
The findings from the attitudinal data regarding knowledge and learning further 
support some of the earlier findings of the current study, as well as generating new 
insights into this aspect of sleep promotion. The findings show that the participants 
held positive views about the importance of knowledge and education in sleep 
promotion. They generally agreed or strongly agreed that their knowledge of sleep 
helped them to promote sleep and that a nurse's understanding of sleep is important 
in helping patients sleep. The findings from the interviews corroborate these views 
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and also highlight that the need for pre- and post-registration education on this aspect 
was viewed positively. The participants in the current study often spoke of the 
necessity of having theoretical underpinning in order to be able to develop practical 
skills. This finding equates to the study of Crisostomo et al (1999) in which 100% of 
a small sample of student nurses agreed or strongly agreed that education about sleep 
disorders was important. 
However, as noted earlier, the findings on knowledge of sleep showed that the 
participants had little in the way of declarative or empirical knowledge. The 
interview participants were often cognisant of this lack of underpinning theory and 
knowledge about sleep promotion generally. The field notes recorded the fact that 
many participants seemed embarrassed by the dissonance created by what they felt 
and what they knew. The questionnaire responses perhaps were the most striking in 
the gap between the participants' views that their knowledge helped in their sleep 
promotion practice and the fact that their knowledge was poor. This might have been 
due to the questionnaire order, with the attitudinal statements being placed before the 
questions on the sleep process. As one interview participant put it: 
Because by the questionnaire that you gave us, it became evident how 
little we knew. We all sort of sat there and went- oh, we can write about 
sleep, because we all do it, you know, and we all look after our patients 
well and all this. And we started off filling it in quite well and then we're 
going - I don't understand this and I don't understand that. And I think 
it's sort of corne out that we don't really understand that much about 
sleep and we need to really. We need to add that as part of the course but 
I don't know how, which way you would look at that, because I don't 
know that much about sleep (Z43 p5/6). 
This seemed a typical view of many of the participants; they considered themselves 
to have knowledge of sleep initially, but that the current study had highlighted the 
deficits in their knowledge. In the follow-up interviews it was evident from the data 
that the participants' specific knowledge on sleep itself was largely unchanged; none 
of the sample reported undertaking further study on this aspect. Some participants 
spoke of not having increased their knowledge on sleep, despite their interest. This 
seemed to be due to competing demands of their new role, alongside the reported low 
priority of sleep promotion within the clinical areas. Furthermore, the participants 
considered that not only was their factual knowledge on the sleep process poor, but 
that this was true of other staff generally. A study on general learning in clinical 
practice showed that when students experienced shortcomings as a result of lack of 
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knowledge, their self esteem was influenced and feelings of inadequacy developed 
(Lofmark and Wikblad 2001). While the participants in this current study did not 
articulate such feelings, comment was passed on how knowledge might empower 
their practice. Some participants felt if they had more knowledge, it would be easier 
to be assertive and change practice where needed. For example, Z23 said: 
Knowledge is power as they say and you need the knowledge to be able 
to put a plan into action. If you've not got the knowledge somebody's 
going to stare at you blank - or you're going to stare at them blank if 
they ask you a question (p3/4) 
6.4.3 Attitudes to sleep promotion practice in hospitals 
The findings on the participants' attitudes regarding sleep promotion practice in 
hospitals showed a mixed picture. The quantitative attitudinal findings generally 
reflected that many of the participants were largely positive about some aspects of 
sleep promotion in hospitals, but other areas were highlighted as being much more 
negatively viewed. On a positive note, most participants thought it was important to 
prioritise patient care in respect of an individual's sleeping habits. There was also a 
general disagreement with the notion that sleep must be thought of as secondary to 
ward routine. However, the converse was shown by about a quarter of the 
participants who agreed or strongly agreed that this should be the case. The literature 
shows that nurse researchers are of the opinion that sleep promotion requires flexible 
care rather than task or a routine orientation of care (Closs 1992, Duxbury 1994b, 
Edwards and Schuring 1993, Jarmen et a12002, Southwell and Wistow 1995b). 
Duxbury (1994b) considered that the use of primary nursing, with an individualised 
approach to care, could be the answer to nurses becoming more patient centred and 
accountable for their practice. This orientation of care has been advocated since the 
early 1970s, with repeated calls to avoid routine and task centred care (Anderson 
1973, Briggs 1972, Ford and Walsh 1994). It is therefore disappointing that it was 
apparent that the participants had sometimes experienced a more routine based and 
task orientated paradigm of patient care and that this had impacted negatively on 
their sleep promotion practice. Some participants did speak of being involved in an 
individualised general approach to care, and seemed positive about that experience. 
However, this approach seems to have rarely extended to the practice of sleep 
promotion. 
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The findings on night sedation show divided responses. The majority (70%, n=152) 
of all the participants disagreed with the statement that night sedation should be 
offered more freely while 56% (n=122) agreed with the sentiment that night sedation 
should only be used as a last resort. These findings are less positive than those from 
the study by Halfens et al (1991). Their findings produced a 95.7% (n= 88) 
agreement with the notion that other possibilities must be tried before providing 
sleep medication. The reason for the difference between the studies is not clear but 
perhaps is mitigated by the interview findings of the current study that show a more 
positive view on night sedation than the questionnaire responses suggested. The 
interview participants indicated that although they recognised the value of night 
sedation, there should be careful consideration before prescription was resorted to, 
and this only after other sleep promoting measures had been tried. Some spoke of 
using alternative therapies such as the use of lavender oil, in line with the study by 
Hudson (1996) and seemed positive about the use of such strategies. Others, 
however, felt that time constraints prevented many alternative strategies being used. 
Of the sample, 31.5% (n= 38) of the students and 60% (n=59) of the registered 
nurses agreed or strongly agreed that it is impossible to promote sleep in hospital. It 
is interesting to note that almost twice as many of the registered nurses held this 
view, perhaps in light of their greater experience. This seemed to be backed up by the 
follow- up interviews where the original students reported encountering more 
challenges as registered nurses. These findings are less positive than those from the 
study by Halfens et al (1991). This showed that 82.6% (n= 76) of the Dutch 
registered nurse sample agreed that a nurse can create an environment to enhance 
sleep for patients. 
The notion that a lack of sleep is inevitable for patients during their stay in hospital 
drew agreement or strong agreement from 82% (n=180) of the current study's 
participants. Again these findings are less positive than those of the Dutch study. 
Halfens et al (1991) stated that 43.5% (n= 40) of their sample agreed that sleep 
problems are accepted as a normal consequence of a hospital stay with 45.7% (n= 
42) agreeing that patients sleep problems do not get enough attention. The 
quantitative findings in the current study further show that the majority of the student 
and registered participants considered that sleep was not well or quite well promoted, 
with only 9% (n=11) of students and 4% (n=4) of registered nurses stating that it was 
well or very well promoted. The findings from the interview data also showed that 
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the participants had mixed experiences. Many participants opined that in their 
experience sleep was not thought of as a priority in the clinical areas and therefore 
was not being generally promoted. While there were areas of good practice identified 
by some participants, there seems to be little in the way of overarching policies and 
protocols on active sleep promotion being used in practice as noted previously. 
6.4.4 Attitudes to own sleep promotion practice 
The findings on the participants' attitudes to their own practice show an interesting 
picture. The quantitative data indicated that the majority of all participants felt that 
they prioritised their care with regard to sleep promotion and that they saw 
themselves as advocates for sleep promotion. The participants also mostly agreed 
that they would never wake a patient unless it was absolutely necessary and that they 
were active promoters of patients' sleep. However, it was notable that nearly a 
quarter of students and a third of registered nurses did not consider themselves to be 
active promoters of sleep. The qualitative findings, while mixed, showed a more 
negative picture generally than the quantitative findings might initially suggest. It is 
evident that while the quantitative data showed that the participants largely held 
positive views on their own sleep promotion practice, these attitudes did not always 
lead to the participants describing sleep promoting behaviours, as evidenced in the 
interview data. This was often identified by the participants as being due to various 
barriers or challenges that seemed to exert a powerful influence on their practice. 
6.4.5. Contextualisation in relation to Ajzen's theory of planned behaviour 
These perceived challenges, as experienced by the participants, can be contextualised 
in relation to Ajzen's (1988) theory of planned behaviour. Other nursing studies have 
considered Ajzen's theory suitable for use in examining nurses' behaviour in relation 
to specific elements of practice (Walsh et aI2005). The theory supposes that 
behaviour can be predicted from behavioural intention that is influenced by three 
main factors: 
• The person's attitude to the behaviour itself; 
• The subjective norms about the behaviour; 
• The person's perceived control to carry out the behaviour. 
The person's attitude to the behaviour itself 
As has been highlighted, the participants held overwhelmingly positive attitudes to 
the notion of sleep as a curative and beneficial medium. Their attitudes to the 
benefits of sleep promotion practice for patients were also positive. These findings 
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indicate that the participants positively evaluated the behaviour of sleep promotion. 
However the various challenges identified often resulted in some participants 
describing their sleep promotion practice negatively despite their positive views on 
sleep generally. It seems, therefore, that these identified factors were significant 
enough for the participants to effectively block or inhibit their sleep promotion 
practice and can be seen to equate with the determinants of subjective norms and 
perceived control in Ajzen's theory. 
The subjective norms about the behaviour 
The term 'subjective norms' pertains to the individual's perception of social or other 
pressure to perform, or not to perform, the behaviour in question. The theory holds 
that, generally speaking, individuals tend to perform a behaviour when they believe 
that others think they should (Ajzen 1988). 
The findings highlight the practice and attitudes of colleagues and the ward culture as 
the chief influencing factors with regard to the participants' learning and practice in 
sleep promotion. As noted before, those with experiences of active sleep promotion 
usually described their practice and learning in a more positive light than those with 
more negative experiences. This fits in with the findings from research on the general 
clinical learning environment, which although pertaining to the learning and practice 
of students, is also generally applicable to the registered participants in this study. 
Dunn and Hansford (1997) noted that a hierarchical and ritual based ward 
environment was not helpful to the learning of students. Wilson - Barnett et al 
(1995) and Papp et al (20003) noted that, in common with many other studies, their 
research showed that the ward atmosphere or team spirit was vital to all concerned in 
education. Jackson and Mannix (2001) reported that the attitudes and behaviours of 
registered nurses were crucial for students' learning. While some of the participants 
in this present study had spoken positively about the ward environment and the 
general support for learning, this had apparently rarely extended to learning about, or 
consideration of, sleep and its promotion. 
Recent studies from Lingard et al (2002) and Randle (2003) re-inforced earlier 
research findings that student nurses assimilated nursing norms in an attempt to gain 
professional identity and that the strength of the socialisation process could transform 
a student into the type of nurse the context wants. This seems to have been the case 
for many of the student participants in the current study, including their practice 
following registration. The follow up findings showed that the students, as newly 
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registered nurses, remained divided into those who saw themselves as active 
promoters of sleep and those who had a more negative view. The former group spoke 
of their increased sense of accountability and awareness as registered nurses. These 
aspects are seen as a key outcome in nurse education, with nurses clearly expected to 
take increased responsibility for care delivery through a commitment to research 
based practice and the ability to analyse and change practice (UKCC 1999). Those 
with negative opinions of their sleep promotion practice, however, made reference to 
competing demands, their relative inexperience, junior status and a lack of 
knowledge of sleep and sleep promotion. The lack of seniority particularly was 
spoken of with participants feeling that they were primarily concerned with settling 
in and were not in a position to challenge other more established colleagues. The 
student participants had identified that, once registered, they would try and change 
certain aspects of sleep promotion practice including reducing noise, avoiding or 
changing routine orientation of care, prioritising their care and educating themselves 
and other staff. However, in reality and perhaps unsurprisingly, most had not 
changed any of their own or others' practices, effectively due to the competing 
demands of the socialisation process. The related concept of 'reality shock' (pealy 
1999, Kramer 1974, Melia 1987, Philpin 1999, Wilson and Startup 1991), however, 
is not an experience described by the study participants, as they perceived that the 
values about sleep promotion espoused within the educational context were 
congruent with those in the clinical settings; that is to say that in neither setting did 
they perceive sleep promotion to have a high priority and value. 
Other research has focussed on the effects of the ward culture on all staff generally 
and showed that this can negatively or positively influence behaviour and patient 
care, in line with the findings of the current study (Lok et al 2005, Kangas et al 1999, 
Snow 2002, Tzeng et a12002, Vestel et aI1997). The perceived social drivers for the 
student and registered participants' practice were also congruent with the thinking of 
Jones and Gerard (1967) and Kelman (1961), with behaviour or practice being 
influenced by those who delineate the norms of a particular culture. However, the 
paradox for some of the participants, was that while they fitted in with the norm in 
relation to sleep promotion practice, they could identify that they perhaps could and 
should be more proactive. 
The nurse manager was often viewed as being the key figure in setting the norms for 
sleep promotion practice. The managerial role was seen as important on a number of 
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levels, from influencing the ethos of practice to supporting educational initiatives. 
This is in line with the views of sleep promotion researchers such as Southwell and 
Wistow (1995) and health care writers such as Lok et al (2005). Southwell and 
Wistow (1995) and Topf (2000) highlighted the key role of the manager in sleep 
promotion, including being involved in unit design, undertaking audits of sleep 
disrupting factors and working actively to reduce noise. Another factor highlighted in 
the findings is the expectation of other staff on individuals to fit in with the ward 
routine and normal practice, which was often noted to be task orientated. This 
finding was in line with the research by Brooks and MacDonald (2000) who 
considered that examples of ritual and routine based care were still occurring, 
particularly on night shift. Other researchers have shown this to be the case (Allen 
2004, Joyce 1999, Wilson et a12005) and the current study provides further evidence 
that routine orientated care is still occurring, and that the participants felt that this 
negatively impacted on sleep promotion practice. Allen (2004) called for an 
approach based on realism; that of articulating individual patient needs within 
hospital routines. Although none of the participants had related experiences 
congruent with this model, this seems to be a pragmatic approach that could benefit 
patients' sleep.These subjective norms therefore can be seen to negatively or 
positively influence whether the participants were more likely to contribute to sleep 
promoting practices, in line with their positive attitudes to sleep itself. 
The person's perceived control to carry out the behaviour. 
This factor concerned the perceived ease or difficulty of carrying out any behaviour, 
reflecting past experiences as well as anticipated obstacles. Ajzen (1988) considered 
that perceived control was likely to take into account some of the realistic constraints 
that exist in relation to the behaviour. 
The constraints experienced by the participants regarding their practice in sleep 
promotion, as noted elsewhere in the study, incorporated a wide range of factors. 
These included ward based, local, constraints such as the routine, the environment, 
noise levels, attitudes of other staff, a busy ward or lack of staff and more external 
influences such as hospital policies and pressures on bed occupancy. The perceived 
behavioural control for the local factors again often seemed to be primarily 
influenced by the ward culture or ethos. This appears to be in line with what Jones 
and Gerard (1967) termed effect dependency, with the exerting normative influence 
of the influencer, in this case the ward manager, delineating the parameters for 
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individual control. A proactive and supportive ward culture and ethos was thus seen 
as being important for sleep promotion practice, with the ward manager being key in 
setting the standards through appropriate leadership, in line with the thinking of Lok 
et al (2005). 
Some of the registered participants, especially the more experienced, often spoke of 
their confidence, autonomy and experience being important for their promotion of 
sleep and for trying to change the practices of others, where necessary. These 
individuals seemed to have a strong sense of perceived control. Conversely, other 
participants spoke of not feeling in control and found it easier to fall in with the 
practices of others, which were often described as sub-standard. Their perceived 
control therefore seems to be adversely affected by the socialisation pressures 
outlined before by writers such as Lok et al (2005) and Snow (2002). The 
participants from the follow up phase also spoke of the difficulties involved in their 
practice as registered nurses. It appears that those who described themselves as 
having an increased sense of accountability and responsibility as registered 
practitioners had more individual perceived control, compared to those who 
described feeling less able to challenge practice or change aspects of care. Out of all 
the participants in the study, few spoke of being active in encouraging sleep 
promotion practice in others, although some of the more experienced registered 
nurses indicated that they did so. As noted before, however, the ability to analyse and 
change practice is clearly articulated as a responsibility for all registered nurses 
(UKCC 1999). It is therefore disappointing that some of the participants obviously 
felt unable to challenge areas of practice that could have led to improved sleep 
promotion and enhanced patient care in this area. 
As noted previously, many of the participants described difficulties they had 
encountered such as busy wards, lack of staff and outside influences such as hospital 
policies and pressure on bed occupancy. The perception that emerged in relation to 
this aspect was that individuals often felt powerless to influence these factors and 
described a negative impact on their practice of sleep promotion. One participant 
from the critical care registered sample had reported frustration in trying to promote 
sleep in a newly built unit that had no natural lighting at all. She saw this as an 
indication of the apparent low priority given to sleep, whereupon even a purpose 
built unit made it challenging in the extreme to promote a day-night cycle for 
patients. Clearly the lack of control of these external influences on sleep promotion 
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practice would be difficult to overcome for many staff. Here again the key role of the 
manager comes to the fore. Nurse researchers, including Southwell and Wistow 
(1995) and Topf (2000), have emphasised that the manager must be involved in unit 
design and organising audits on sleep promotion. The current study therefore further 
highlights the role of management in mitigating the local and external constraints on 
sleep promotion practice and fostering an ethos in which individuals can optimise 
their care and influence that of others. 
6.5 Model and characterisation of sleep promotion practice 
The current study shows that the participants held positive attitudes to sleep as a 
beneficial medium and the concept of sleep promotion generally. They held much 
more mixed views towards their own role as sleep promoters and to the actual 
practice of sleep promotion in hospitals. The challenges described by many of the 
participants reportedly inhibited their active promotion of sleep, especially the 
attitudes of others and the ethos of the ward, including adherence to ward routine and 
task orientated care. Many felt that sleep promotion did not have a high enough 
profile and that there should be more education at pre- and post-registration levels. 
From the participants' responses and descriptions of their experiences and attitudes, 
it seemed possible to develop both a model of sleep promotion practice and a 
categorisation of the characterisations of nurses in relation to sleep promotion, based 
on the evidence. The sleep promotion practice model (Figure 6.5.1) encapsulates the 
key areas of sleep promotion as experienced by the participants and incorporates the 
perceived levels of control as found in the current study. 
There were also distinct characterisations of sleep promoting behaviour that could be 
suggested from the findings, based in part on the work on social influences by 
Kelman (1961) and Jones and Gerard (1967). 
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Figure 6.5.1 Model of sleep promotion practice in hospitals 
Perceived level of 
personal control 
Minimum 
Maximum 
Factors in sleep promotion 
practice 
Ward design 
and layout 
Hospital 
policies, ward 
management & 
audit 
Patient 
assessment 
Physical and 
psychological 
comfort 
Sleep promoting qualities: 
Knowledge; confidence 
lassertiveness; empathy; 
communication 
Ethos, 
culture & 
attitudes 
routines 
The characterisations relate to the overall attitudes of the participants to sleep and 
sleep promotion, their described activity with regard to the practice of sleep 
promotion and their perceived influence on others or others' perceived influence on 
them. 
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The categories postulated are: 
• Positive active influencers. This category encompasses those with a positive 
attitude to sleep promotion, who described themselves as active sleep 
promoters and who could and did positively influence the practice of others. 
A few participants in the study could be seen to fit this profile from their 
descriptions and experiences, mainly from the registered nurse sample; 
• Positive active non-influencers. Participants in this category had a positive 
attitude to sleep promotion and described themselves as active sleep 
promoters. However, they did not actively influence others' practice of sleep 
promotion due to various factors described by the participants, such as lack of 
experience and confidence. Quite a few of the study participants could be 
seen to fit into this category, from both the newly registered and registered 
nurse samples, and to a lesser degree, the student nurses; 
• Positive, passive and influenced. This category incorporates those who can 
be seen to have an overall positive attitude to sleep promotion. However, the 
descriptions of their practice indicated that they were generally passive in 
their sleep promotion practice, fitting in with the expectations of others and 
often being negatively influenced by others around them. Some of the 
participants from all three data sets can be seen to fit into this category. These 
individuals clearly had a positive overall attitude to sleep promotion but 
described themselves as not particularly good promoters of sleep and 
influenced by various factors including other staff; 
• Negative, passive and influenced. Participants in this category can be held 
to have overall negative attitudes to sleep promotion, were passive in their 
sleep promotion practice and were influenced by others. Very few in the 
study fitted this profile. Some participants, while having a positive attitude to 
sleep as a beneficial and curative medium, on balance reported themselves as 
having a negative attitude to sleep promotion overall. Their practice was also 
described in a negative light and they seemed to be influenced by factors such 
as other staff; 
• Negative passive influencers. This category is proposed with some caution 
as no one in the study fitted this profile. It did however, seem to fit some of 
the practitioners described and encountered by the participants in practice. 
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Individuals in this category would be negative towards sleep promotion, 
passive in practice and negatively influence the practice of others. 
6.6 Pre-registration curriculum framework for sleep promotion 
A framework for sleep promotion education in the pre-registration nursing 
programme, based on the findings of the current study, was developed. This is 
presented in Figure 6.6.1. It is recognised that there are many competing demands on 
the pre-registration curriculum, as discussed previously. However, the literature 
clearly showed that sleep promotion practice is an important element of patient care 
within hospitals and that nursing researchers consider that it must be addressed 
within the pre-registration curriculum. As was seen, the current study highlighted the 
fact that the participants were positive about the need for sleep and its promotion to 
be covered within the pre-registration programme, with such a 'bottom up' approach 
seen as essential in improving current practice. Just as managers within the clinical 
area were seen to have a key role in practice, educationalists too were cited as being 
influential in fostering positive attitudes to sleep promotion. A sleep promotion 
framework could be a valuable tool for use on a number of levels, from guiding the 
curricula of the HEIs with no, or minimal, input on sleep and its promotion, to 
providing a benchmark to map against for those HEIs who did report more 
comprehensive coverage. In the experience of the author, mapping of national 
frameworks and benchmarks, such as National Service Frameworks (NSFs), is 
becoming increasingly necessary and important for quality assurance and 
enhancement of curricula. The proposed framework would serve these purposes, 
based on evidence uncovered in the current study such as recommended input, ways 
of learning and applying theory to practice. 
The framework requires a modest minimum input in terms of the overall theoretical 
hours of the curriculum, which should be justifiable in relation to the importance of 
sleep promotion. The 5 - 6 hours of theoretical input reflect the findings on the mode 
and median hours of the majority of those HEIs who reported input on sleep and 
should therefore be achievable. 
The framework incorporates the following elements based on the findings of the 
current study: 
.. the theoretical input starts from the point of view of what is known to the learner, 
using their own experiences of sleep; 
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• the knowledge and practice of sleep and its promotion is built on throughout the 
three years; 
• research based content on sleep and sleep promotion is addressed; 
• night duty experience is a key component and is underpinned by the theoretical 
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content; 
learning in practice is structured to allow the student to reflect in and on practice, 
to learn from patients and to use their own experience. Learning portfolios and 
clinical learning outcomes are seen to be of value in this respect; 
• the notion of sleep promotion practice is allied with other aspects identified in the 
study, such as autonomy, confidence and assertiveness, as well as the areas 
identified as key foci within the literature. 
• specific learning outcomes cover both theoretical and practical elements. The 
taxonimallevel of the outcomes reflect the year of study, with Year 3 showing 
levels appropriate to both level 2 and 3, thus reflecting the current diplomate and 
graduate pathways of the pre-registration curriculum. 
It is felt that incorporation of this framework, based on the findings of the study, 
could enhance the pre-registration curriculum on sleep and its promotion. It is 
therefore included in the recommendations in the next chapter, along with strategies 
to enhance post registration education. 
This chapter has discussed the findings of the current study in relation to the relevant 
research and literature. Chapter 7 highlights the findings in the conclusion to the 
current study and Chapter 8 outlines the recommendations for practice, education 
and further research. 
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Figure 6.6.1. Sleep promotion framework for pre-registration education 
Learning Outcomes Activity Content Process Timing 
By the end of the session or period of practice, students 
will be able to: 
1. Describe their own experiences of sleep in terms of A. Group work I Aspects of normal Using the experiences 
habits and routines; discussion (with pre- sleep; habits, of students, through 
2. Compare their experiences of sleep to those of others; preparation by routines, effects of reflection and Within 1st 
3. Describe factors which are disruptive to their own and students) using a sleep mild sleep articulation of their 8 months 
others' sleep; diary 1 hour deprivation own sleep 
4. Discuss the effects of mild sleep deprivation with experiences and 
reference to their own and others' experiences; habits 
1. Explain the types of sleep; B. Structured input via Sleep types, cycle, Providing research 
2. Describe a normal sleep cycle; lecture and lor learning functions and sleep based underpinning 
3. Explain the functions of sleep; pack deprivation for development of 
4. Discuss sleep deprivation in relation to the sleep cycle; 1 hour knowledge base 
5. Describe the effects of long term sleep deprivation; 
1. Discuss patients' experiences of sleeping in hospital; C. Practice placement Patients' normal Structured learning 8 -12 
2. Describe patients' normal sleep routines and how and patient based routines & sleep from patients. months 
these may be affected in hospital; activities: talking to . . Using own expenences m 
3. Identify the factors in hospital that can promote or patients; observing hospital. Factors in observations to 
disrupt patients' sleep; ward environment. hospitals that identify sleep 
Record in portfolio promote or disrupt disrupting factors 
sleep. 
1. Compare patients' experiences (from activity C) with D. Group work! Feedback from Using patient and End of 1st 
those uncovered by colleagues; discussion. Option of practice based student observations year 
2. Discuss the factors in hospital that can promote or patient input via learning -:) plan of to plan sleep 
disrupt patients' sleep; lecturelvideo 1-2 hours sleep promotion promoting practice 
3. Devise a plan to promote p_atients' sleep in hospital; practice 
~ 
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Figure 6.6.1 Sleep promotion framework for pre-re,;stration education (cont.) 
Learning Outcomes Activity Content Process Timin~ 
1. Carry out an assessment of patients' normal sleep E. Applying theory to End 1st 
routines and habits; Practice based learning Practice and practice. Reflecting year -7 
2. Plan individualised care to promote patients' sleep in a assessed via clinical competency in in and on practice, end 3rd 
range of health care settings; learning outcomes/ sleep promotion including ongoing year 
3. Demonstrate competence in appropriate administration portfolio. across the 24 hour learning from patients 
of night sedation; Reviewing research span of care Critically evaluating 
4. Evaluate the quality of patients' sleep through based articles. research 
consultation with patients and colleagues; 
5. Appraise the practice environment with reference to 
sleep disrupting factors and the literature; 
1. Analyse (L2) and critically analyse (L3) the problems, F. Troubleshooting of Reflection. Using and 3ra year 
and the good practice, encountered in the practice of PBLIdiscussioni specific problems sharing own and 
sleep promotion; group work encountered/identifi others' experiences to 
2. Generate (L2 &3), with justification (L3), possible 1 hour ed in sleep generate solutions 
solutions to problems encountered in practice, with promotion practice. 
reference to models of good practice and research; 
1. Evaluate(L2) and critically evaluate (L3) sleep G. Challenges in Using and sharing Last 4 
promotion practice encountered as a student nurse; Discussion! group work promoting sleep -7 own experiences to months 
2. Analyse (L2) and critically analyse (L3) the possible using portfolio enhancing practice, identify strategies for 
challenges in promoting sleep as a registered nurse; evidence 1 hour including changing ongoing promotion of 
3. Generate (L2 &3), with justification (L3), strategies to practice sleep in practice. 
promote sleep in own and others' practice, 
underpinned by research and best practice 
encountered. 
Related sessions in which sleep should be integrated into content include: holistic care; patient assessment; pain relief; health promotion; 
community based nursing; pharmacology; patient advocacy; critical care; care of the elderly; nurse accountability and autonomy. 
~ 
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CHAPTER 7 CONCLUSIONS 
This study has explored the educational experiences, knowledge and attitudes of 
registered and student nurses, using mixed method research. The process and 
findings have been fully explicated and new knowledge uncovered: 
• there was no standardisation of educational input across the responding HEIs in 
England and Scotland, with the majority having no clinical learning outcomes 
pertaining to sleep promotion; 
• the participants generally did not perceive that their educational programmes of 
study prepared them to promote sleep; 
• the participants felt they had learnt about sleep promotion through clinical 
experience, from other staff, from patients and through their own life 
experiences, as opposed to educational or clinical input on sleep; their learning 
was shown to be unstructured and informal, learning by being in practice rather 
than through reflecting in and on sleep promotion practice; 
• the student and registered nurses generally lacked declarative knowledge about 
sleep and sleep promotion; 
• the participants held generally positive attitudes to sleep and sleep promotion. 
However, there were clear blocks to their practice of sleep promotion, 
particularly the attitudes of others, the ward culture and routine orientation of 
care; 
• there was a variance in sleep promotion practice, from participants who held 
positive views and actively influenced and enhanced the practice of others to 
those who held more negative views and were influenced by the attitudes and 
practices of other staff, often to negative effect. Two models were developed; one 
depicting sleep promotion practice incorporating the perceived control of the 
participants and one addressing the characterisations of sleep promoting 
behaviour; 
• the participants' experiences indicated that sleep promotion is often still not 
being given a high priority in hospitals; 
• the findings support the need to address the acquisition of knowledge and skills 
on sleep and its promotion. A pre-registration curriculum framework for sleep 
promotion, incorporating specific learning outcomes, was developed, based on 
evidence uncovered in the current study such as recommended input, ways of 
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learning and applying theory to practice. This framework could be used for 
guiding or benchmarking curricula and thus enhance education on sleep 
promotion; 
• the current study further highlighted the role of clinical managers in mitigating 
the local and external constraints on sleep promotion practice and fostering an 
ethos in which individuals can optimise their care and positively influence that of 
others. 
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CHAPTER 8 RECOMMENDATIONS 
It is evident that the area of sleep and its promotion needs a multiplicity of 
approaches in order to enhance this aspect of care. There is a distinct need for 
education to underpin sleep promotion practice, but equally there has to be 
recognition of the complex reality of the clinical situation and the resulting tensions 
for nurses in enhancing sleep for patients. These recommendations therefore 
encompass both educational and practice-based aspects, as well as areas for further 
research. 
Recommendations to meet student nurses' educational needs 
• Academic staff should review their current input on sleep promotion in pre -
registration programmes using the pre-registration curriculum framework, the 
'McIntosh model', developed from the findings of the current study. The 
academic staff should also take responsibility for fostering positive attitudes 
towards sleep promotion practice. 
• Clinical staff, under the leadership of managers, should evaluate the learning 
environment within practice with relation to the promotion of sleep. 
• HEls and service providers should work in partnership in a proactive approach to 
the promotion of sleep. 
Recommendations to meet registered nurses' educational needs 
• Academic staff should review the content of post-registration modules and 
programmes of study to include aspects of sleep and its promotion where relevant 
and appropriate. 
• Clinical managers should review the content of induction days and in-house 
study days and give consideration to input on sleep promotion, however modest. 
Recommendations for clinical practice 
• The awareness of sleep promotion should be raised in all staff, e.g. through 
posters and articles on sleep promotion practice. 
• Clinical managers should take responsibility for encouraging positive attitudes to 
sleep promotion; this may be achieved through ensuring that sleep assessment 
and enhancement is incorporated into care plans, embracing an holistic paradigm 
of care and the development and implementation of sleep protocols, where 
possible. 
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• An audit of sleep promotion practice should be undertaken, including the views 
of patients; good practice should be shared and action plans developed to meet 
areas of weakness. 
8.4 Recommendations for future research 
• A review of the input on sleep within the new pre-registration curriculum should 
be undertaken using the methods employed within the current study. 
• The framework for standardising, enhancing and benchmarking pre-registration 
education, the 'McIntosh model' , should be implemented and evaluated using an 
action research approach. 
• The implementation of the 'McIntosh model' components on learning about 
sleep promotion from patients, structured reflection and the use of clinical 
learning outcomes should be specifically explored to investigate if these elements 
actively enhance the application of theory to practice. 
• More investigation into the attitudes of other grades of nurses to sleep promotion 
is warranted, particularly those of clinical managers due to their influences on 
sleep promotion described by study participants. This research could be usefully 
guided by the mixed methods used to explicate the attitudinal elements of the 
current study. 
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APPENDIX A 
School of Nursing and Midwifery 
Chester College of Higher Education 
Parkgate Road 
Chester 
CHl4BJ 
TEL - 01244383 688 
FAX - 01244381090 
e-mail address=a.mcintosh@chester.ac.uk 
10th May 2002 
Dear ... 
RESEARCH STUDY 
I am currently undertaking a research programme of study on aspects of sleep. 
As part of this study, I aim to compile a database concerning the topic of sleep in pre-
registration adult nursing programmes. At present I am interested in the pre-
registration curricula that pre-date the newly developed programmes addressing the 
'Making a Difference' recommendations. 
I would be very grateful if you could arrange for the attached questionnaire to be 
completed by the appropriate programme leader. All data collected will be presented 
in a way that does not identify the educational institution or the respondent. 
I would greatly appreciate the completed questionnaire being returned to me no later 
than Friday 31 st May 2002 if at all possible. 
A pre-paid envelope is provided for the return of the questionnaire. 
Thank you very much in anticipation for your assistance - if you require further 
information or clarification, please do not hesitate to phone, email or write to me. 
Yours sincerely 
Annette E. McIntosh. 
Associate Dean, Learning and Teaching 
a 
APPENDIXB 
Prompt list for information giving session to recruit volunteers for research 
study 
Pre-Registration Students 
• Introduce self; member of academic staff at CCHE School of Nursing and 
Midwifery and part time PhD student at Napier University 
• Introduce study: exploring sleep promotion in hospital patients from the students' 
point of view with relation to knowledge, attitudes and educational experiences. 
Am using 4 different HEIs. 
• All information is totally confidential and anonymous - therefore any participants 
of the study will not be recognisable in any of the writing up, nor will their HEI 
be. 
• Need VOLUNTEERS for 2 phases: 
• Questionnaire - am looking for at least 25 volunteers. The questionnaire 
will entail not more than 30 minutes worth of effort and will be 
administered when all the volunteers are together in an agreed time in the 
timetabled day to save time and effort. 
• Sheet for signing up 
• Specific Arrangements 
• From the 25 volunteers that undertake completion of the questionnaires, 
about a quarter are sought to go onto the next phase - ie 6 -8 in total to be 
interviewed. 
Interviews x 2 - the first interview will take place before the finish of the 
programme and the follow up interview 6 months -12 months into first 
year as registered nurse. These should take about half an hour to an hour 
and will be tape recorded. 
• Tick box on sheet for indicating willingness to be interviewed 
• Information form and consent sheet will be provided 
• What's in it for the participants? 1 
• Chance to be involved in a research study -live the experiencel 
• Could be incorporated into CV and portfolio of professional practice 
• Will hopefully benefit patients, students and practice 
AEMcIntosh 
16.10.02 
b 
APPENDIX B (cont.) 
Prompt list for information giving session to recruit volunteers for research 
study 
Registered Nurses 
• 
• 
• 
Introduce self; member of academic staff at CCHE SONM, part time PhD 
student at Napier University 
Introduce study: exploring sleep promotion in hospital patients from the student 
and registered nurses' point of view with relation to knowledge, attitudes and 
educational experiences. Have already data collected from student nurses and now 
have moved onto the phase of post-registration views. Am using different HEIs 
and 2 different specialities - critical care and care of the elderly. All information 
is totally confidential and anonymous - therefore any participants of the study will 
not be recognisable in any of the writing up, nor will their HEI . 
Need VOLUNTEERS - for 2 phases -
• Questionnaire - am looking for at least 16 volunteers. The questionnaire 
will entail not more than 30 minutes worth of effort and will be 
administered when all the volunteers are together in an agreed time in the 
timetabled day to save time and effort. 
• Sheet for signing up 
• Specific Arrangements 
• From the 16 volunteers that undertake completion of the questionnaires, 
about half are sought to go onto the next phase - ie about 8 in total to be 
interviewed. 
Interviews. These should take about half an hour to an hour and will be 
tape recorded. 
• Tick box on sheet for indicating willingness to be interviewed 
• Information form and consent sheet will be provided 
• What's in it for the participants?! 
• Involvement in a research study - live the experience of the interviewee! 
May help in Masters level study comparing and contrasting this study with 
own experiences! 
• Could be incorporated into CV and portfolio of professional practice 
• Will hopefully benefit patients, students and practice 
AEMcIntosh 
16.10.02 
c 
APPENDIXC 
INFORMATION SHEET FOR INFORMED CONSENT FOR INTERVIEW - PRE-
REGISTRATION STUDENTS 
For the Research Programme of Study entitled -
The attitudes, knowledge and educational experiences of pre- and post-
registration student nurses regarding the promotion of hospital patients' sleep 
Thank you for volunteering to be interviewed as part of the above PhD research study. 
As the title suggests I am interested in your views about sleep promotion in hospital 
patients, both in the clinical setting and in your educational programme. The aims of 
this study include gaining insight into what might enhance patient care and education 
programmes with regard to sleep promotion and producing recommendations for both 
practice and education. 
This interview should take between half an hour to three quarters of an hour. 
The interview will be tape recorded and the discussion will then be transferred into a 
written record. The data will be analysed by the researcher along with the other 
participants' interviews and the findings will be written up as part of the PhD thesis. 
This information is completely confidential and anonymous and the research study 
and any articles will not identify any of the participants. 
A follow up interview is also part of the research study, to be scheduled when you 
have been in practice as a registered nurse for approximately six months. The follow 
up interview will be organised at a mutually suitable time and place. 
The interview is entirely voluntary. You have the right to refuse to answer any 
questions or to terminate the interview at any time. If you withdraw from the research 
study all the data previously collected will be destroyed. 
This information sheet will be discussed prior to the start of the interview when you 
will have the chance to ask questions about any aspect of the research study. 
Annette McIntosh 
Part time PhD student registered with Napier University 
Contact details -
Annette McIntosh 
School of Nursing and Midwifery 
Chester College of Higher Education 
Parkgate Road 
Chester 
CHl4BJ 
Tel- 01244383688 Fax - 01244381090 
Email-a.mcintosh@chester.ac.uk 
d 
APPENDIX C (cont.) 
CONSENT FORM FOR INTERVIEW - PRE-REGISTRATION STUDENTS 
For the Research Programme of Study entitled -
The attitudes, knowledge and educational experiences of pre- and post-
registration student nurses regarding the promotion of hospital patients' sleep 
By signing this form, I am giving my consent to be interviewed by Annette McIntosh 
as part of the above research programme of study. 
I confirm that I have read the information sheet and that I understand the contents of 
the sheet. 
PARTICIPANT NAME (CAPITALS) 
SIGNATURE OF PARTICIPANT 
DATE ...................................................... . 
SIGNATURE OF RESEARCHER 
CODE NUMBER 
CONTACT DETAILS FOR FOLLOW UP INTERVIEW 
e 
APPENDIX C (cont.) 
INFORMATION SHEET FOR INFORMED CONSENT FOR INTERVIEW -
REGISTERED NURSES 
For the Research Programme of Study entitled-
The attitudes, knowledge and educational experiences of pre- and post-
registration student nurses regarding the promotion of hospital patients' sleep 
Thank you very much for volunteering to be interviewed as part of the above PhD 
research study. As the title suggests I am interested in your views about sleep 
promotion in hospital patients, both in the clinical and educational context. The aims 
of this study include gaining insight into what might enhance patient care and 
education programmes with regard to sleep promotion and producing 
recommendations for both practice and education. 
This interview should take between half an hour to an hour. The interview will be tape 
recorded and the discussion will then be transferred into a written record. The data 
will be analysed by the researcher along with all the other interviews undertaken and 
the findings will be written up as part of the PhD thesis. This information is 
completely confidential and anonymous and the research study and any articles will 
not identify any of the participants, your place of work or any Higher Education 
Institutes at which you are, or have been, studying (You will be assigned a code and 
not referred to by name during the interview). 
This interview is entirely voluntary. You have the right to refuse to answer any 
questions or to terminate the interview at any time. If you wish to withdraw from the 
research study at any time, all the data collected will be destroyed. 
This information sheet will be discussed prior to the start of the interview when you 
will have the chance to ask questions about any aspect of the research study. 
Annette McIntosh 
Part time PhD student registered with Napier University 
Contact details -
Annette McIntosh 
School of Nursing, Midwifery and Social Care 
University College Chester 
Parkgate Road 
Chester 
CH14BJ 
Tel- 01244383688 Fax - 01244381090 
Email-a.mcintosh@chester.ac.uk 
f 
APPENDIX C (cont.) 
CONSENT FORM FOR INTERVIEW - POST-REGISTRATION STUDENTS 
For the Research Programme of Study entitled -
The attitudes, knowledge and educational experiences of pre- and post-
registration student nurses regarding the promotion of hospital patients' sleep 
By signing this form, I am giving my consent to be interviewed by Annette McIntosh 
as part of the above research programme of study 
I confirm that I have read the information sheet and that I understand all the content of 
the sheet. 
PARTICIPANT NAME (CAPITALS) 
SIGNATURE OF PARTICIPANT 
DATE ...................................................... . 
SIGNATURE OF RESEARCHER 
CODE NUMBER 
NOTES 
g 
APPENDIX C (cont.) 
INFORMATION SHEET FOR INFORMED CONSENT FOR INTERVIEW -
PHASE 4 
For the Research Programme of Study entitled -
The attitudes, knowledge and educational experiences of pre- and post-
registration student nurses regarding the promotion of hospital patients' sleep 
Thank you very much for volunteering to be interviewed again as part of the above 
PhD research study. As you may remember from the first interview, I am interested in 
your views about sleep promotion in hospital patients, both in the clinical and 
educational context. The aims of this study include gaining insight into what might 
enhance patient care and education programmes with regard to sleep promotion and 
producing recommendations for both practice and education. 
This interview should take between half an hour to an hour. The interview will be tape 
recorded and the discussion will then be transferred into a written record. The data 
will be analysed by the researcher along with all the other interviews undertaken and 
the findings will be written up as part of the PhD thesis. This information is 
completely confidential and anonymous and the research study and any articles will 
not identify any of the participants, or your place of work. (You will be assigned a 
code and not referred to by name during the interview). 
This interview is entirely voluntary. You have the right to refuse to answer any 
questions or to terminate the interview at any time. If you wish to withdraw from the 
research study at any time, all the data collected will be destroyed. 
This information sheet will be discussed prior to the start of the interview when you 
will have the chance to ask questions about any aspect of the research study. 
Annette McIntosh 
Part time PhD student registered with Napier University 
Contact details -
Annette McIntosh 
School of Health and Social Care 
University College Chester 
Parkgate Road 
Chester 
CH14BJ 
Tel- 01244383688 Fax - 01244381090 
Email-a.mcintosh@chester.ac.uk 
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APPENDIX C (cont.) 
CONSENT FORM FOR INTERVIEW - PHASE 4 
For the Research Programme of Study entitled-
The attitudes, knowledge and educational experiences of pre and post 
registration student nurses regarding the promotion of hospital patients' sleep 
By signing this form, I am giving my consent to be interviewed by Annette McIntosh 
as part of the above research programme of study 
I confirm that I have read the information sheet and that I understand all the content of 
the sheet. 
PARTICIPANT NAME (CAPITALS)-
SIGNATURE OF PARTICIPANT 
DATE-
SIGNATURE OF RESEARCHER 
CODE NUMBER 
NOTES 
1 
APPENDIXD 
Examples of letters sent for ethical approval. 
Please note that the ethical approval and access confirmation documentation was 
provided under separate cover for verification by the examiners and supervisory 
team. This was necessary to protect the anonymity and confidentiality of the 
participants. 
Addressee 
School of Nursing, Midwifery and Social Care 
Chester College of Higher Education 
Parkgate Road 
Chester, 
CH14BJ 
TEL- 01244 383688, FAX - 01244381090 
e-mail address=a.mcintosh@chester.ac.uk 
31st July 2003 
I am a part time PhD student, registered with Napier University in Scotland where I 
used to be a Senior Lecturer. I am currently working as the Associate Dean, Learning 
and Teaching, in the School of Nursing, Midwifery and Social Care at Chester 
College of Higher Education. 
I write to request advice on the issue of further ethical approval for my research 
programme of study which aims to explore the attitudes, knowledge and educational 
experiences of student nurses with regard to the promotion of hospital patients' sleep. 
The research design of my study involves 2 stages. 
Stage 1 
The first stage involved interviewing nine student nurse volunteers from a Higher 
Education Institute (HEI) in your locality. The students were then in the last six 
months of their programme and the semi structured interview was about aspects of 
sleep and sleep promotion from their point of view. The students also completed a 
questionnaire designed to gather quantitative data. Ethical approval was obtained for 
access to the students from the Research Ethics Committee of the HEI. 
The next phase of this stage of the study will involve following up the same 
volunteers with a second interview six months after the end of their training. As some 
of the volunteers will doubtless then be employees of Trusts in Liverpool, I write to 
enquire what procedures I would have to follow to be able to do this and whether it 
will be necessary to obtain further ethical permission from the Local Research Ethical 
Committee. 
The students have consented to the follow up stage and the interview will be 
conducted in their own time, at a place and time to suit them, outwith working hours. 
It might be more convenient for them to be seen within Health Board premises, 
however I am not asking the Board to provide this for me. All normal confidentiality 
and anonymity conditions are assured and will continue to be undertaken. 
APPENDIX D (cont.) 
Stage 2 
This stage aims to explore the attitudes, knowledge and educational experiences of a 
group of post registration nursing students with regard to the promotion of hospital 
patients' sleep. 
This phase of my PhD study involves organising access to post registration nursing 
students undertaking critical care and care of the elderly modules in 4 different HEIs 
across the country. I have received ethical approval from an HEI in your locality and 
plan to access the student groups in OctoberlNovember 2003. 
This stage will involve: 
1) Questionnaire completion by a total of 30 post-registration students (15 
undertaking a post registration module in critical care and 15 undertaking a 
post registration module in care of the elderly). The students are volunteers 
and all confidentiality and anonymity aspects are assured. The questionnaires 
take no longer than half an hour to complete, with the average time of 
completion in the pre-registration study being 20 minutes. 
2) Semi structured interviews with up to 16 of the 30 students (i.e. 8 care of the 
elderly and 8 critical care). The interviews take approximately half an hour per 
interview and will normally be carried out in the HEI. The interview schedule 
addresses the volunteers' opinions and views on current and optimum practice 
in sleep promotion as well as their education experiences to date. 
As stated above the students will be recruited as volunteers and as post registration 
students of the HEI. However, clearly these individuals are also NHS employees and 
it is likely that at least some of the volunteers will be employees of ...... Trusts, 
although until the volunteers are recruited this will not be known for certain. 
I would be very grateful if you could advise me on how to proceed further with this 
matter with regard to the ethical approval considerations. I will of course forward any 
other information you might require in order to advise me of the appropriate course of 
action. Thank you very much in anticipation 
Yours sincerely 
Annette E McIntosh 
k 
APPENDIX D (cont.) 
School of Nursing and Midwifery 
Chester College of Higher Education 
Parkgate Road 
Chester, CHI 4BJ 
TEL - 01244383688, FAX - 01244381090 
e-mail address=a.mcintosh@chester.ac.uk 
29th May 2003 
Addressee 
Dear ..... , 
I write further to my research studies on aspects of sleep promotion for which you 
very kindly co-ordinated the granting of ethical approval. This phase of my project, 
involving pre-registration students in the School of ....... Nursing, is almost complete. 
The staff involved have been very helpful indeed and have facilitated my studies in a 
very enthusiastic manner. I have been equally impressed by the willingness of 
students to participate in the study and their obvious enthusiasm in taking part. 
I am now moving on to the next phase of my study which will involve organising 
access to post registration students in 3 or 4 different HEr s across the country and I 
wondered if it might be possible to involve the School in the study again. 
This stage will involve: 
3) Questionnaire completion by a total of 15 post-registration students 
undertaking a post registration module in care of the elderly. The students will 
be volunteers and all confidentiality and anonymity aspects are assured. The 
questionnaires take no longer than half an hour to complete, with the average 
time of completion in the pre-registration study being 20 minutes. 
4) Interviews with up to 8 of the students who have completed the questionnaire. 
The interviews take approximately half an hour per interview. 
I would be very grateful if you could consider my request and let me know whether 
Faculty Research Committee could further support me and grant ethical approval for 
this part of my study. I have been in touch with .... of the LREC and he has advised 
that I do not need further approval from the LREC for this study. I enclose the 
application form and copies of the participation information sheet and consent form. 
If you require further information or details, please do not hesitate to get in touch with 
me. Thank you very much for your help so far and I look forward to hearing from 
you. 
Kind Regards 
Annette McIntosh 
I 
APPENDIXE 
PRE-REGISTRATION NURSING EDUCATION (ADULT) 
This questionnaire is part of a research programme of study and is designed to 
gather information regarding the topic of sleep as taught in your institution. I would be 
grateful if you could take the time to fill out the questionnaire. At present the focus of 
this part of the study is the P2000 programme (ie the curriculum pre dating the 
recently developed 'MAD' programmes). 
All responses and information will be treated as confidential and any data will be 
presented in a manner that does not identify the educational institution or the 
respondent. 
Please com lete the table below. 
NAME of ACADEMIC INSTITUTION -
DEPARTMENT-
TITLE OF PROGRAMME/DATE VALIDATED-
RESPONDENTS NAME -
POST TITLE-
Can I contact you again to follow up/ clarify anything if necessary? 
Yes No Please circle as appropriate 
Thank you for taking the time to complete this questionnaire - your help is 
greatly appreciated 
Annette E. Mcintosh 
Associate Dean, Learning and Teaching 
School of Nursing and Midwifery 
Chester College of Higher Education 
Parkgate Road 
Chester CH1 4BJ 
Tel- 01244 383 688. 
email-a.mcintosh@chester.ac.uk 
m 
How is the topic of sleep covered in your current pre-registration programme? 
Please tick all boxes that apply. 
Specific sessions devoted solely to sleep 
Integrated sessions 
Not covered at all in any session 
D 
D 
D 
If the answer is not covered at all in any session, please disregard the rest of the 
questions. You are invited to comment in the section at the end of this questionnaire. 
Otherwise, please answer the following questions 
How many hours in total are allocated to the learning/student effort regarding sleep? 
Nb - please state if the hours given are approximate (eg due to integrated sessions) 
At what point in the programme are the session(s) covering sleep? 
.~Please tick the~J~pr()PEi~t~w.~'<?~~~~£1d g.~~.~tb~£1.~rTl~~()!Jb13. s~~~i.<?~~.~ .... ~.w .. 
Months Months Months Name of session(s) 
1-4 5-8 9-12 
Year 1 
Year 2 
Year 3 
n 
What content is covered with regard to the topic of sleep? 
Please indicate whether the content below is covered or not covered 
Content Covered Not covered Comments 
• Theories of 
sleep/functions of 
sl~~~p 
• Types of sleep/sleep 
st~ges 
• Physiological status 
duri!!Rsl~~I:l 
• Control oL~I~~e.~~~~~~~ 
• SleE?e.mr::>ee.~J~ation 
• S I~~e.~i!!g~~"~t:>!~. .~~~m .. " • ••••• c ••••• "~ •• 
• ... Prom()~~Qg~I~~p 
• P~c:trmacol()mg)/re sleep 
• Other - please detail-
Please indicate all teaching/learning methods employed regarding sleep and the hours 
allocated per session. Tick all relevant boxes 
Method 
• '" §mallgr()~pwork 
• Lectures/lead lectures 
• Scenario/problem 
based learning~ 
.§l:li9E?9_.~~l:l9.Ym. 
• ...... ()pE?Il.IE?~rI1Illg 
• Other - please specify 
Tick if used Hours allocated to 
.....IE?~El1illg!student effort 
o 
Please list any topics/subjects that sleep is linked with (ie where sleep is part of the 
content, but not the main focus) 
Is proficiency in promoting sleep specifically addressed in the students clinical 
learning outcomes? 
YES NO Please circle appropriate answer 
If No answered, please comment on this 
Please indicate your response to following statement by ticking the appropriate box. 
I feel that the topic of sleep in my institution is -
Very well Well covered Adequately 
covered covered 
Quite well 
covered 
Not well 
covered 
p 
Please indicate your response to following statement by ticking the appropriate box. 
I feel that students, by the time they are registered, are prepared to deliver care 
with regard to the promotion of patients' sleep -
Very well Well Adequately Quite well Not well 
COMMENTS 
Please use this section to comment further on any aspect of the topic of sleep 
Thank you for your participation 
q 
APPENDIXF 
POST REGISTRATION NURSING EDUCATION - CRITICAL! ACUTE CARE 
This questionnaire is part of a research programme of study and is designed to 
gather information regarding the topic of sleep as taught in any post registration 
module covering critical/acute nursing care in your HEI. I would be grateful if you 
could take the time to fill out the questionnaire. 
All responses and information will be treated as confidential and any data will be 
presented in a manner that does not identify the educational institution or the 
respondent. 
Please com Jete the table below 
NAME of HIGHER EDUCATION INSTITUTION -
FACUL TV/DEPARTMENT 
RESPONDENTS NAME -
POST TITLE 
Can I contact you again if necessary to follow up! clarify anything if necessary? 
Yes No Please circle as appropriate 
Thank you for taking the time to complete this questionnaire - your help is 
greatly appreciated 
Contact Details -
Annette E. Mcintosh 
Associate Dean, Learning and Teaching 
School of Nursing, Midwifery and Social Care 
University College Chester College 
Parkgate Road 
Chester CH 1 4BJ 
Tel- 01244 383 688. email-a.mcintosh@chester.ac.uk 
Are any aspects of sleep/sleep promotion included in your post registratIon provision concerning 
critical/acute nursing care 
YES NO Please circle answer 
the answer is NO, please proceed to, and answer, Q 6,7 and 8. You are also inVIted to 
comment in the section at the end of this questionnaire. 
If the answer is YES, please answer all of the following questions. 
r 
APPENDIX F (cont.) 
Please list the modu courses that include the topic of sleep/sleep promotion 
Please indicate the time allocated to the learning/student effort regarding sleep/sleep 
promotion in each module 
Nb - please state if the hours given are approximate (eg due to integrated sessions) 
PROGRAMME TITLE -
Name of module/short course 
and level to sleep 
me allocated to 
sleep promotion 
Please indicate with a tick whether the aspects listed below regarding sleep/sleep promotion are 
included or not included 
Theories of sleep/functions 
of sleep 
Types of sleep/sleep 
stages 
Physiological status during 
sleep 
Neurological control of 
sleep 
Sleep Deprivation 
• Sleeping habits 
• Promoting sleep 
• Pharmacology re sleep 
• Other - please detail-
Module(s) included in /Comments 
s 
Please indicate all teaching/learning methods employed regarding sleep/sleep promotion and the 
hours allocated per session. 
Please tick all relevant boxes 
Method 
• Small group work 
• Lectures/lead lectures 
• Scenario/problem based 
learning 
• Guided study 
• Open learning 
• Other - please specify 
Tick if 
used 
Hours allocated to 
learning/student effort 
_~m'c , "~,w,, '" 
Module(s) used in 
Please list any topics/subjects that sleep/sleep promotion is linked with (ie where sleep is part of 
the content, but not the main focus) 
t 
APPENDIX F (cont.) 
Is proficiency in promoting sleep specifically addressed in the students clinical 
learning outcomes? 
YES NO Please circle appropriate answer 
If No answered, please comment on this 
Quite well 
. covered 
well covered 
Please indicate your response to following statement by ticking the appropriate box. 
I feel that post registration education in critical/acute nursing care prepares nurses to 
deliver care with regard to the promotion of patients' sleep -
Very well Well . Adequately Quite well Not well 
COMMENTS 
Please use the section over the page to comment further on any aspect of the topic of 
sleep and sleep promotion 
Thank you very much for your participation PTO to comment 
u 
APPENDIXG 
School of Nursing and Midwifery 
Chester College of Higher Education 
Parkgate Road 
Chester, CH14BJ 
TEL - 01244383688, FAX - 01244381090 
e-mail address=a.mcintosh@chester.ac.uk 
12th June 2002 
Dear ..... . 
I hope you don't mind me contacting you again - I recently sent out a questionnaire 
relating to the topic of sleep as covered in pre-registration nursing programmes across 
the country. 
It has become apparent that the original deadline date proved difficult for some 
Institutions to meet. I am therefore extending the deadline until Friday 5th July in the 
hope of increasing the response rate. 
I would therefore be very grateful if you could relay the date of the extension to the 
programme leader to whom you forwarded the questionnaire. If required, further 
copies of the questionnaire can easily be forwarded by e mail, fax or post. 
I would like to assure you again that all data collected will be presented in a way that 
does not identify the educational institution or the respondent. I can also confirm that 
this study has gained ethical approval at Napier University, Edinburgh (registered 
place of study) and Chester College of Higher Education (current place of work and 
pilot site). 
Thank you very much in anticipation for your assistance - if you require further 
information or clarification, please do not hesitate to phone, email or write to me 
Yours sincerely 
Annette E McIntosh 
Associate Dean, Learning and Teaching 
v 
APPENDIXH 
QUESTIONNAIRE FOR STUDENT NURSES 
The attached questionnaire forms part of a research programme of study and is 
designed to gather information regarding the topic of sleep from your viewpoint. 
Please note that this is not an exam - all information will be treated as 
completely confidential and the collated results will be presented in a manner 
that does not identify individuals or the Higher Education Institution. 
Thank you for agreeing to complete this questionnaire - your participation is greatly 
appreciated 
Participant Details 
Sex - Male / Female - Please circle as appropriate 
Age (please tick appropriate box) 
17 - 30 
41 -50 
D 
D 
31 -40 
Over 50 
D 
D 
Academic Qualifications (eg NVQs, '0' and 'A' levels) 
QUALIFICATION SUBJECT GRADE ACHIEVED DATES ACQUIRED 
Have you had previous nursing experience other than on this programme? 
(eg HeA, Agency Nursing). Please circle as appropriate - Yes / No 
Did this include night duty? Please circle as appropriate - Yes/ No 
If Yes answered, how long have you spent on night duty approximately ?(in days/ 
weeks/months) 
Have you spent time on night duty as a student nurse on this programme? 
Please circle as appropriate - Yes / No 
If Yes answered, how long have you spent on night duty approximately ?(in days/ 
weeks/months) 
Please insert name in block capitals below and sign the statement where indicated. 
I, ...................................................... agree to take part in this research study. 
SIGNATURE -
DATE--
w 
APPENDIX H (cont.) 
PLEASE ANSWER ALL QUESTIONS. 
Further comments are invited at the end of the questionnaire on any aspect of 
thequestionnaire 
QUESTION 1 
Please indicate your response to the statements Strongly Agree Disagree 
below by placing a tick in the box that best Agree 
reflects YOUR feelings or beliefs about that 
statement 
1. Patients' sleep is vital to their recovery 
2. A lack of sleep is inevitable for patients 
during their st~ in hospital 
3. My knowledge about sleep helps me to 
promote patients' sleep 
4. Night sedation should be offered more freely 
5. I prioritise my patient care to ensure that the 
patients' sleep needs are met 
6. The importance of sleep as a curative 
medium is over-rated 
7. I see myself as an advocate for the 
2I"omotion of sleep for patients 
8. There is too much emphasis placed on the 
importance of sleep in hospital 
9. Patients should be entitled to sleep and wake 
when they want to 
10. It is impossible to promote patients sleep in 
hospital 
11. Sleep is necessary for physical and mental 
restoration 
12. Sleep is an important activity of living 
13. It is important to individualise patient care 
with respect to patients' sleeping habits 
14. Patients have all night to sleep, so they 
should not need to sleep during_ the day 
15. I consider myself to be an active promoter of 
hospital patients' sleep 
16. There are far more important things than 
sleep for a patient's recovery 
17. The role of sleep in the patients recovery is 
over-rated 
18. Night sedation should only be used as a last 
resort 
19. I would never wake a patient up unless it was 
absolutely necessary 
20. Sleep must be thought of as secondary to 
ward routine 
02. What are the stages of sl~p? ... 
Strongly 
Disagree 
x 
APPENDIX H (cont.) 
Q3. What are the physiological signs associated with the different stages of sleep? 
Q4. What are thought to be the functions· of sleep? .. 
Q5.How long is anav.ragesleepcycle? ... •. 
q&. How may sleep depriv~tiort OCCll.lr? tie with uHerence to 
sleep cycles) . .... . .•
Q7.What are the signs. of sleep deprivation? .. 
y 
APPENDIX H (cont.) 
Q8. What, in your opinion, are the main causes· of sleep disru~tion in hOSj!italj!atients? 
Q9. What, in your opinion, are the.main nursing aCi:ions whicb eould be.<taken to h~lp 
patients to sleep? 
PLEASE LIST IN ORDER OF IMPORTANCE 
Q10. Ho,", w~IJ do you feel sleep ~ promotecnnhO$pittllsinWJiic~.yoUftave work .. 
duringyourtrairting? ... . . •.•. ~..... .•. . 
...•. :. 
Please tick apQl"o'priate answer 
Very wellpromoted 
Well promoted 
Quite well promoted 
Not well promoted 
Variable 
.. .... 
Q11.ln your opinion, how well is sleep taugbtoveraliinYQurtrairiing·programme? 
Please tick appropriate answer 
Very Well 
Well 
Fairly well 
Not well 
Not covered 
. 
z 
. 
APPENDIX H (cont.) 
Q12. In your opinion, how important is a .nurs~'s understanding of sleep 
in helping patients sleep? / . 
Please tick appropriate answer (one box only) 
Very important 
Important 
Quite important 
Not important 
Q13 . . ......... ....... . ..
What qualities and skills do you feel that nurses. require to help patientS sleep? 
Q14. What, ifanytttingi do you feel should be included in Student nurse eclucati()nb';l 
belppromotepatients' sJe~ .. ." ' .. ' . . ". . ... " ... 
uJhinky~uwouldliket9seeln .' udecl~n'$le~lriamt 
ouundertaRe once YOlfhave ualified? .. . 
PTO to add any further comments 
THANK YOU AGAIN FOR YOUR PARTICIPATION 
aa 
SEMI STRUCTURED INTERVIEW GUIDE 
APPENDIX I 
Pre-registration students 
INTRODUCTION 
The following introduction will be made to all students. 
My name is Annette McIntosh and I am currently undertaking a PhD programme of 
study concerning sleep. Thank you for agreeing to take part. I would like to assure 
you that the information from this interview will be presented in such a way that does 
not identify any of the individuals taking part or their educational institution. I would 
also like to stress that there are no right or wrong answers. 
Sleep is a subject that is increasingly being written about and researched. The 
following questions are aimed at finding out about your views on a number of aspects 
about sleep. 
The following are examples of the type of questions that will be asked. Wording and 
ordering of questions may vary. 
• What have you had so far in your nursing programme concerning sleep? 
Possible prompts - in school/college, in the wards. Related sessions? 
• Could you tell me how you learnt most about sleep? 
• What's your understanding about sleep?Possible prompts - functions, types, 
signs etc. 
• So how would you describe your understanding of sleep - e.g. as very good, 
good, poor or very poor? 
• What sort of things do you think lead to sleep deprivation in hospitals? 
• In your opinion what is the role of the nurse with regard to the sleep of 
hospital patients? 
• In your opinion, are there any particular nursing qualities and skills that are 
important for sleep promotion? 
• How well would you say that patients sleep needs are met in wards that you 
have worked in? Possible prompt - anything particularly good or otherwise 
that you've noticed - any examples? What, if anything, do you think could be 
improved? 
• What, if anything, did you find particularly helpful to you in your programme 
regarding sleep? Possible prompt - either in college/school or in the clinical 
areas 
• Is there anything that you feel could have been added to your programme 
about any aspect of sleep?Possible prompt - either in college/school or in the 
clinical areas 
• If you had to advise on the design of the programme/course for student nurses 
what sort of things would you include about sleep? Prompt - and when would 
. . 1st 2nd you put It III - e.g. year, year ... 
• How would you describe your feelings towards sleep in hospitals? 
• When you've finished training and are working as a registered nurse, is there 
anything in particular that you would try to do to change practice or improve 
practice with regard to sleep? 
That completes my questions. Is there anything that you would like to add or 
comment on about any aspect of sleep before we finish? 
bb 
APPENDIXJ 
QUESTIONNAIRE FOR REGISTERED NURSES 
The attached questionnaire forms part of a research programme of study and is designed to 
gather information regarding the topic of sleep from your viewpoint. 
Please note that this is not an exam - all information will be treated as completely 
confidential and the collated results will be presented in a manner that does not 
identify individuals, Trusts or the Higher Education Institutions. 
Thank you for agreeing to complete this questionnaire - your participation is greatly 
appreciated. 
Participant Details 
Sex - Male / Female - Please circle as appropriate 
Age (please tick appropriate box) 
20 - 30 
41 -50 
D 
D 
31 -40 
Over 50 
D 
D 
Post School Academic Qualifications/Professional Qualifications 
QUALIFICATION SUBJECT YEAR 
ACQUIRED 
Number of years since registration ................................................ . 
Area of work speciality ......................................................................... . 
Number of years in speciality ...................................... . 
Do you work any night shifts in current post? - Yes / No (please circle as appropriate) 
If yes answered - how many night shifts do you undertake per month ................. . 
Have you worked night shifts in any previous posts as a registered nurse? - Yes / No (please 
circle as appropriate) 
If Yes answered how many nights approximately have you worked .................. . 
Please insert name in block capitals below and sign the statement where indicated. This 
indicates that you have given your permission to participate in the study 
I, ...................................................... agree to take part in this research study. 
SIGNATURE -
DATE --
PLEASE ANSWER ALL QUESTIONS. 
Further comments are invited at the end of the questionnaire 
cc 
APPENDIX J (cont.) 
QUESTION 1 
Please indicate your response to the statements Strongly Agree Disagree Strongly 
below by placing a tick in the box that best Agree Disagree 
reflects YOUR feelings or beliefs about that 
statement 
21. Patients' sleep is vital to their recovery 
22. A lack of sleep is inevitable for patients 
during their stay in hospital 
23. My knowledge about sleep helps me to 
promotejJatients' sleep 
24. Night sedation should be offered more freely 
25. I prioritise my patient care to ensure that the 
patients' sleep needs are met 
26. The importance of sleep as a curative 
medium is over-rated 
27. I see myself as an advocate for the 
promotion of sleep for patients 
28. There is too much emphasis placed on the 
importance of sleep in hospital 
29. Patients should be entitled to sleep and wake 
when they want to 
30. It is impossible to promote patients sleep in 
hospital 
31. Sleep is necessary for physical and mental 
restoration 
32. Sleep is an important activity of living 
33. It is important to individualise patient care 
with respect to patients' sle~ing habits 
34. Patients have all night to sleep, so they 
should not need to sleep during the day 
35. I consider myself to be an active promoter of 
hosj>italjJatients' slee~ 
36. There are far more important things than 
sleep for a patient's recovery 
37. The role of sleep in the patients recovery is 
over-rated 
38. Night sedation should only be used as a last 
resort 
39. I would never wake a patient up unless it was 
absolutely necessary 
40. Sleep must be thought of as secondary to 
ward routine 
02. What are the stages of sleep? 
dd 
APPENDIX J (cont.) 
Q3. What do you think are the .physiological signs associated with ·the differeot stages 
of sleep? 
Q4. What are thought to be the functions of sleep? 
I Q5. How,long Isari 1I)le!'!l9!!:sliep CiCI .. ? 
Q6. With referencetosieep cycles, how may sleep deprivation occur? . 
Q7. What are the· signS of sleep deprivation? 
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APPENDIX J (cont.) 
Qa.What, in your opinion, are the main causes of sleep disruption in hospital patients? 
Q9~What, in your opinion, arethe.main nUl'singactioljswbich ~Id be.taken to help 
patitiJnts to sleep? ....h .. . ....... ...... . . 
PLEASE USTINORDERQFIMPORTANOE_ . 
·010. How well·do you feel sleep is prortrotedinbospftals generally? .. .. 
Please tick appropriate answer (one box only) 
Very well promoted 
Well promoted 
Quite well promoted 
Not well promoted 
Variable 
.. 
.. 
011. In your opinion, bow well was sleep covered in your original pre-registration 
programme? 
.. 
Please tick ~qQriate answer lone box only) 
Very Well 
Well 
Fairly well 
Not well 
Not covered 
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APPENDIX J (cont.) 
Q12. Please answer if applicable. 
In your opinion, how well was sleep covered in anyfurtiter study you have undertal<en 
- eg post registration in service study days/modules/prOgrammes. ' 
Please name the study days/modules Iprogramm~ undertaken andtick the " 
appropriate box 
Name Very Well Well Fairly Not well 
covered covered well covered 
covered 
Q13. In your ,opinion; how importantis a nurse's understandi.ngof sleer> 
in helpingpati.nts sleep? " 
Very important 
Important 
Quite important 
Not important 
Q14 
Wha.t 
Please tick appropriate answer (one box only) 
, 
Not 
covered 
Q15 . What clfa(leng~s.if any.do.y9u feelth,atn~rSesface in 1)elpil1g pati~ntss'~i.n ' ...... hospitals? .', '., " ' 
gg 
APPENDIX J (cont.) 
Q16. What, if anything, do you feel should be included in student nurseeclucanonto 
help promote patients' sleep .. 
Q17.What, if anythillg,doyouthink c()uld el:1hance·postreg~ation~ucati()'ror 
practice. with regard~osle.eppron'loti()n . . 
... ... ...~ 
Please use the space below for any comments you may wish to add on any 
aspect of sleep and sleep promotion. Thank you again for your participation 
hh 
APPENDIXK 
REGISTERED NURSE SEMI STRUCTURED INTERVIEW GUIDE 
The following introduction will be made to all participants. 
Thank you for agreeing to take part in the study. I would like to reassure you that the 
information from this interview will be presented in such a way that does not identify 
any of the individuals taking part, their educational institution or their place of work. 
I would also like to stress that there are no right or wrong answers - it is your views 
and experiences that I'm interested in. Sleep is a subject that is increasingly being 
written about and researched. The following questions are aimed at finding out about 
your views on a number of aspects about sleep from the perspective of a registered 
nurse and you may recognise some questions as being the same as in the 
questionnaire - this is designed to give you an opportunity to expand on these. 
The following are examples of the type of questions that will be asked. Wording and 
ordering of questions may vary. 
o Looking back at your pre-registration nursing programme of study, could you 
tell me how you learnt most about sleep and sleep promotion? 
o How important, if at all, do you feel that a knowledge of sleep and sleep 
promotion is for a) student nurses and b) registered nurses 
+ in your opinion do nurses need to know about the physiology of sleep? 
o What would you see as the best preparation for students regarding sleep 
promotion - possible prompts - in college, clinically, learning outcomes 
o What's your understanding about sleep? Possible prompts - functions, types, 
signs etc. - How would you describe your understanding of sleep - e.g. as very 
good, good, poor or very poor? 
o What have been your post-registration educational experiences regarding sleep 
promotion? 
o What sort of things do you think lead to sleep deprivation in hospitals? 
o What, in your opinion, would be considered best practice regarding sleep 
promotion 
o Is this the reality - if not, why not. If so, what does it take to maintain? 
Examples of optimum and not so optimum practice - what could be 
improved and how? 
o How do you feel about night sedation? 
o Is there anything that you feel would be beneficial to staff to help in promoting 
patients'sleep - either educationally, or clinically. 
o In your opinion, are there any particular nursing qualities and skills that are 
important for sleep promotion? 
o How do you feel about your role in sleep promotion - ?active sleep promoter 
? role model, ? challenges 
o How would you describe the general attitudes/feelings towards sleep 
promotion in hospital in your experience 
o How would you describe your attitudes/feelings towards sleep promotion 
o What, if any, recommendations would you consider important for -
o Practice 
o Education 
o general 
o Is there anything generally that you would like to say about your stance on 
sleep promotion for hospital patients 
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APPENDIXL 
Phase 4 Interview Guide 
The following introduction will be made to all participants. 
Thank you again for agreeing to take part in the study. I would like to reassure you 
that the information from this interview will be presented in such a way that does not 
identify any of the individuals taking part, their educational institution or their place 
of work. I would also like to stress that there are no right or wrong answers. 
As I said last time, sleep is a subject that is increasingly being written about and 
researched. The following questions are aimed at finding out about your views on a 
number of aspects about sleep from the perspective of a newly registered nurse and 
you may recognise some questions as being the same as before. 
The following bullet points are aspects that will be explored with the students. 
Wording and order may vary according to the individual interview. 
o What have been your experiences as a newly registered nurse with regard to 
the practice of sleep promotion 
o Feedback themes from Phase 2 analysis to check agreement 
o Any challenges, shifts in viewpoint 
o Have you tried to change anything at all. If so - how did it go? 
o Reflecting back, how do you feel now about your preparation during the pre-
registration programme regarding sleep promotion 
Preliminary themes emerging from data as to how students learnt most about 
sleep -what are your thoughts on these 
o How important, if at all, do you feel that a knowledge of sleep and sleep 
promotion is for a) student nurses ands b) registered nurses 
+ in your opinion do nurses need to know about the physiology of sleep? 
o What would you see now as the best preparation for students regarding sleep 
promotion - possible prompts - in college, clinically, learning outcomes, 
night duty 
o What, in your opinion, would be considered best practice regarding sleep 
promotion 
o Is this the reality - if not, why not. If so, what does it take to maintain 
o How do you feel about the use of night sedation? 
o How do you feel about your role in sleep promotion - ?active sleep promoter? 
role model, ? challenges 
o How do you see yourself in this post registration phase with regard to your 
knowledge - are you still learning? What's helpful, what's unhelpful? What 
has been your post registration educational experiences on sleep promotion 
o How would you describe the general attitudes/feelings towards sleep 
promotion in hospital in your experience 
o How would you describe your attitudes/feelings towards sleep promotion -
any change from when you were a student? 
o What, if any, recommendations would you consider important for -
o Practice 
o Education 
o general 
o Is there anything generally that you would like to say about your stance on 
sleep promotion for hospital patients? 
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